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AMERICAN JOURNAL OF PSYCHIATRY 
INFORMATION FOR CONTRIBUTORS 


Manusecripts—The original manuscripts of papers read at the annual meetings of the Associa- 
tion should be deposited with the Secretary during the meetings, or sent to the New York 
office promptly afterward. Do not deposit carbon copies. 


Papers read at the annual meetings become the property of the Association. Not all papers 
read, however, can be published in the JourNnaL, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 


Papers will not be accepted for the annual program if they have been previously read at 
other meetings or if they have been already published. 


Papers contributed during the year (not on the annual program) should be sent to the 
Editor, Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 


Style—Manuscripts should be typewritten, double spaced, on one side of paper. They must 
be prepared in conformity with the general style of The American Journal of Psychiatry. 
Retain a carbon copy of manuscript and duplicates of tables, figures, etc., for use should 
the originals be lost in the mails. 


Multiple Authorship—The number of names listed as authors should be kept to a minimum, 
others collaborating being shown in a footnote. 


IMustrations—Authors will be asked to meet printer's costs of reproducing illustrative material. 
Copy for illustrations cannot be accepted unless properly prepared for reproductions. Wher- 
ever possible, drawings and charts should be made with India ink for photographic reproduc- 
tion as zinc etchings. Photographs for halftone reproduction should be glossy prints. Illus- 
trations should be as small as possible without sacrificing important detail. Redrawing or 
preparing illustrations to make them suitable for photographic reproduction will be charged 
to author. 


Authors’ Corrections in Proofs—Corrections, additions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $3.00 per hour. 
Proper editing of original manuscript is important to avoid the expense of correction. 


Tables—Tables should be typed and on separate sheets. Tables are much more expensive to set 
than text material and should be used only where necessary to clarify important points. 
Authors will be asked to defray cost of excessive tabular material. 


References—RKeferences should be assembled according to author in a terminal bibliography, 
referred to in text by numbers in parentheses. Bibliographical material should be typed in 
accordance with the following style for journals and books respectively : 


1. Vander Veer, A. H., and Reese, H. H. Am. J. Psychiat., 95: 271, Sept. 1938. 
2. Hess, W. R. Diencephalon. New York: Grune & Stratton, 1954. 


Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus. 


The American Journal of Psychiatry, formerly The American Journal of Insanity, the official 
organ of The American Psychiatric Association, was founded in 1844. It is published monthly, 
the volumes beginning with the July number. 

The subscription rates are $12.00 to the volume: Canadian subscriptions, $12.50; foreign 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues, $1.25. 

Copyright 1956 by The American Psychiatric Association 
Office of Publication, 1601 Edison Highway, Baltimore 13, Md. 


Editorial communications, books for review, and exchanges should be addressed to the Editor 
Dr. Clarence B. Farrar, 216 St. Clair Avenue West, Toronto 5, Ontario, Canada. 

Business communications, remittances and subscriptions should be addressed to The American 
Psychiatric Association, 1601 Edison Highway, Baltimore 13, Md., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 

Entered as second class matter July 31, 1911, at the post office at Baltimore, Maryland, under 
the Act of March 3, 1879. Acceptance for mailing at special rate of postage provided for in 
Section 1103, Act of October 3, 1917. Authorized on July 3, 1918. 
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Lift the depressed patient up to normal 
without fear of overstimulation... 


Ritalin 


A HAPPY meDIUM 
IN PSYCHOMOTOR 


STIMULATION 


© Boosts the spirits, relieves physical fatigue 
/ and mental depression... yet has no appreciable | 
/ effect on blood pressure, pulse rate or appetite. 


Ritalin is a mild, safer central-nervous-system stimulant 

which gently improves mood, relieves psychogenic fatigue 
7 “without let-down or jitters ...”' and counteracts over- 
/ sedation caused by barbiturates, chlorpromazine, rauwolfia, 
and antihistamines. 

/ Ritalin is “a more effective and less over-reactive drug 
than amphetamine or its derivatives.”? It does not produce 
the “palpitation, nervousness, jitteriness, or undue pressure 

/ in the chest area... so frequently mentioned by patients on 

(dextro-amphetamine sulfate].’” 


| Dosage: 5 to 20 mg. b.i.d. or t.i.d., References: 1. Pocock, D. G.: 
ydjusted to the individua Personal communication. 
2. Harding, C. Personal 
W. M.: Personal communi- 


cation. 


Supplied: Tablets, 5 mg. 
(yellow) and 10 mg. (blue); 
bottles of 100, 500 and 1000. 
Tablets, 20 mg. (peach- 
colored); bottles of 100 
and 1000. 


suMMIT, N.J 
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‘sound sleep 
tonight, 


tomorrow 


Nembu-Serpim 


TRACE MARE 


The combination of 30 mg. (14 gr.) Nembutal Calcium (Pentobarbital 
Calcium) and 0.25 mg. reserpine in each tiny Nembu-Serpin 
Filmtab provides longer-lasting sedation—without drowsiness— than 
Nembutal alone, plus a more rapid onset of tranquilizing 
effect than reserpine alone. 
e short-acting Nembutal quickly induces drowsiness at bedtime, 
followed by refreshing sleep. 
e longer-acting reserpine calms patients through the following 
days, yet they keep their drive and energy. 
Faster-acting—no waiting for cumulative response. Anxiety and 
hypertension patients experience almost immediate relief as 
Nembu-Serpin’s sedative-tranquilizing action rapidly takes effect. 
Smaller dosages—fewer side effects. Small dosages make side effects rare, 
medication economical, dosage schedules simple. Just one 
Nembu-Serpin Filmtab at bedtime will calm the worries of 
most anxiety patients. In bottles of 100 and 500 Filmtabs. Obbott 
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®Film-sealed tablets. 


THE DOOR ¥ 


to more 


successful 
psychotherapy ...... Ser, 


reserpine, ‘Panray’ 


Ataractic Therapy for NEURO-PSYCHIATRIC CONDITIONS 


aeape course of * Clinically proven in schizophrenia, manic depressive psychoses in the 
eS manic phase, agitated psychoses and other behavioristic disorders 


with ‘Serpanray’ 
©) the eedette shan, ade * Tranquilizes and sedates without affecting alertness or responsiveness 


ness and symptomatic im- * Calms hyperactive patients, quiets the noisy, alerts the depressed 
ee oe * Often precludes electroshock, seclusion and barbiturates 


2) a phase, pationt * Non-soporific and well tolerated for prolonged treatment 
* Allows natural sleep 
3) The integrative phase, pa- 


tient regains contact with 

reality. Supplied in 1.0 mg., 2.0 mg., 3.0 mg., 4.0 mg., and 5.0 
mg. compressed, scored TABLETS. Also available in 2 mi. 
AMPULES containing 5.0 mg. or 10.0 mg. for parenteral 
> ree and SYRUP, containing 1.0 mg. reserpine 
per 4 mi. 


Write for samples, literature. 


THE CAANGM + 340 CANAL STREET - NEW YORK 13, N.Y. 
CORP. 


Sole Canadian Distributor Winley-Morris Co. 292 Craig St. West Montreal 29, P. Q. 
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Advertisement 


THE BIOCHEMICAL APPROACH 
TO MENTAL ILLNESS 


One of the greatest single forward steps in 
the specific treatment of mental illness has 
been the discovery that lysergic acid di- 
ethylamide, or mescaline, will produce 
experimentally in man the approximate 
equivalent of schizophrenia. This mental 
dissociation is temporary and may be pre- 
vented or reversed by the administration 
of certain compounds of piperidyl type. 
One of the best of these appears to be 
FRENQUEL—the gamma isomer of 
MERATRAN. Fabing and Hawkins*, and 
others, have found that FRENQUEL acts as 
a partial or complete blocking agent 
against the development of LSD-25, and 
mescaline, experimental psychoses, when 


administered as premedication to healthy 
subjects who have been given these drugs. 
When injected intravenously, FRENQUEL 
has been found to reverse abruptly the 


course of the psychotic state, even when 
not administered until the latter has 
reached the height of its symptomatology. 
This effect appears to be highly specific for 
this type of dissociation, since it does not 
act in the same way when administered to 
patients suffering from a cannabis-type of 
psychosis. 

In acute types of schizophrenia, rren- 
QUEL appears to relieve hallucination in 


about one third of the cases. Electro- 
convulsive therapy has been found to in- 
crease the number of favorable responses 
in this group. It is apparently necessary to 
maintain the patient on the drug if relapse 
is to be prevented. 

FRENQUEL would appear to offer consid- 
erable promise in the treatment of confu- 
sional states. Further publications are 
likely to shed additional light upon the 
extent of, and the limits to, its usefulness. 


*Fabing, H. D., and Hawkins, J. R.: A year's experience 
with reenguer in clinical and experimental schizophrenic 
psychoses; to be published. 


Rz Information 


Action: FRENQUEL is a com- 
pletely new anti-hallucinatory, 
anti-confusion drug. FRENQUEL 
does not sedate nor stimulate. 
Usually 24 hours or more must 
elapse before clinical improve- 
ment takes place. When 
FRENQUEL is discontinued, pro- 
dromal symptoms may recur in 
about one week. 

Even though relief is not ob- 
served in all patients, the many 
dramatic successes already expe- 
rienced with FRENQUEL in wide- 
spread clinical use warrant 
general trial where acute 
schizophrenic hallucinations are 
present. 

FRENQUEL is safe...side effects 
and drug reactions have not been 
reported. No ill effects have been 
observed as measured by re- 
peated blood counts, hemoglobin 
determinations, liver and kidney 
function tests. Clinical reports 
show no adverse effect on pulse 
rate, blood pressure, respira- 
tion.”* 

Indications: Acute Schizo- 
phrenic Hallucinations 


Composition: Frenquel (aza- 
cyclonol) Hydrochloride is alpha- 
(4-piperidyl) benzhydrol hydro- 
chloride 


Dosage: 20 mg. t.i.d. 


Supplied: Bottles of 100 aqua- 
blue tablets 

Complete detailed FRENQUEL 
Professional Information will be 
sent upon request. 


1. Proctor, R. C.: Report on Fren- 
quel in acute and chronic psychotic 
states. Presented before the Bowman 
Gray Medical Society, Winston- 
Salem, North Carolina, May 16, 1955. 
2. Rinaldi, F.; Rudy, L. H., and Him- 
wich, H. E.: The use of Frenquel in 
the treatment of disturbed patients 
and psychoses of long duration, Am. 
J. Psychiat., in press. 3. Fabing, 
H. D.: Frenquel, a blocking agent 
against experimental LSD-25 and 
mescaline psychosis, Neurology 
5:319, 1955. 4. Fabing, H. D.: New 
blocking agent against the develop- 
ment of LSD-25 psychosis, Science 
121:208, 1955, 
Another exclusive product 

of original Merrell research 


THE WM. S. MERRELL COMPANY 
New York. CINCINNATI. St. Thomas, Ontario 
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In many patients, blocks acute 
schizophrenic hallucinations 


FRENQUEL—a unique new drug——“...offers a new neuropharma- 
cologic approach to certain acute psychotic states where delu- 
sions and hallucinations have been the primary symptoms.”! 


Used in the treatment of acute schizophrenic hallucinations, 
FRENQUEL usually erases hostile manifestations, promotes a 
cooperative state, facilitates psychotherapy and ward adjust- 
ment.? Adjunctively in electroconvulsive therapy, FRENQUEL may 
help reduce the required number of treatments.* 


FRENQUEL is safe, virtually free of toxicity; has shown no toler- 
ance or habituation to date. 


AZACYCLONOL HYDROCHLORIDE 


a significant contribution to the control 
of mental illness from the research laboratories of 
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reinforce THE WEAKEST LINK 


in the weary or the wasting 


- 

| 
CH, 


“L-lysine may, perhaps, be regarded as the most specifically indispens- 
able of the amino acids, since all of the others can be replaced by closely 
related compounds, or by optical isomers.’ “The absence of a single 
required amino acid can lead to wastage of much of the dietary protein.”” 
The weakness, fatigue, decreased resistance, edema and anemia commonly 
observed in geriatric, convalescent and surgical patients may be related 


to L-lysine-deficient dietary protein. 


e ™ 

; | AY | dox A PROTEIN ANABOLIC FOR THE WEAK, 

/ WEARY OR WASTING 
PACKETS 

* increases the biologic value of dietary protein « facilitates the trans- 


port of amino acids into body cells « improves total protein metabolism 


* 

P SPECIFIC PROTEIN REINFORCEMENT FOR THE 

a: y GERIATRIC, CONVALESCENT AND SURGICAL PATIENT 
PACKETS 


Each packet (one dose) contains: 


t-Lysine Monohydrochloride 250 mg.: biologically active lysine, indispensable and irreplace- 
able in protein metabolism 


Pyridoxine Hydrochloride 2 mg.: vital coenzyme in protein metabolism 

Graylac 12 Gm.: Gray's brand of defatted milk powder providing additional protein, vitamins and 
minerals essential to protein metabolism. 

DOSAGE: One packet daily, at mealtime, preferably breakfast. 

SUPPLIED: 15 packets per carton, 


references: 1. Aimquist, H. J.,in Greenberg, Amino Acids and Proteins, Spring- 
field, tiiinois, C. C. Thomas, 1951, p. 690. 2. Poliack, H., et al.: Therapeutic Nutrition, 
Washington, National Academy of Sciences-— Nationa! Research Council, pub. 234, 
1952, p. 23. 


G% GRAY PHARMACEUTICAL CO, INC NEWTON 68, MASSACHUSETTS 
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INFLUENCING THE SAFETY a 
OF ELECTROCONVULSIVE THERAPY 


CHLORIDE brand 
SUCCINYLCHOLINE CHLORIDE 


“removes practically all of the previous risks inherent in the treatment.”’' 


respiratory “,.. patients treated with this muscle relaxant, though often 
safety apneic, are readily ventilated with oxygen. Skin color remains 


excellent. 


“The most important [observation] is the elimination of : 7 


hypoxia or anoxia. 


cardiovascular “The arterial blood pressure is found to rise during the 
safety [unmodified] electroshock. When the muscular spasms and the 
asphyxia are eliminated with the administration of succinyl- 


choline and oxygen, a slower and more even rise is noted; ... 


“In ordinary electroshock therapy the heart rate is found to 
be irregular and greatly increased. Muscular relaxation pro- 


duced by succinylcholine is noted to result in a slower and more 
even rate.’’* 


orthopedic “...the occurrence of fractures and dislocations has been : 
safety reduced to zero.” 


“No fractures occurred in the group during therapy.”® 


over-all “Modification of electro-convulsive therapy with thiopental 
safety sodium and succinylcholine chloride is a much safer treatment . : 
as shown by the absence of fractures and medical complications | 


in our series of 7,500 treatments.”’! 


references : 

1, Saltzman, C., Konikov, W., and Relyea, R. P.: Dia. Nerv. Syatem 16:15%, 1955. #. Nowill, 
W. K., Wilson, W., and Bordera, R.: A.M.A. Arch. Neurol, & Paychiat. 71:18, 1054 4 
Steven, R. J. M., Tovell, R. M., Johnaon, J. C., and Delgado, E.: Anesthesiology 16.624, 1954 
4. Holmberg, G., et A.M.A. Arch. Neurol. & Paychiat. 72:74, 1954. 5. Wilaon, WP, 
and Nowill, W. K.: ibid. 71: 122, 1954. 


*ANECTINE’ Chioride brand Succinyicholine Chioride INJECTION intravenous injection 
20 mg. per ce. 
Multi-dose vials of 10 ce. 


BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, New York ee 
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Keep and protect your Journals in this new 
VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


Note new price: $2.50 each: 
3 for $7.00 


Please add 25 cents postage for each 
file ordered 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 Avenue of the Americas 
New York 20. N. Y. 


WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 
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THE MILTOWN MOLECULE 


Two articles in the April 30th issue of The Journal of the AMA!':? report on... 


an entirely new type of tranquilizer 
with muscle relaxant action—orally effective in 


ANXIETY, TENSION 
and MENTAL STRESS 


no autonomic side effects—well tolerated 


selectively affects the thalamus 


not related to reserpine or other tranquilizers 


not habit forming, effective within 30 minutes 
for a period of 6 hours 


supplied in 400 mg. tablets. Usual dose: 
1 or 2 tablets—3 times a day 


1. Selling, L. S.: J.A.M.A. 157: 1594, 1955. 2. Borrus, J. C.: J.A.M.A. 157: 1596, 1955. 


the original dicarbomate—U S Potent 2,724,720 


DISCOVERED AND INTRODUCED by Wallace Laboratories, New Brunswick, N.d. WW 


Literature and Samples Available On Request 
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for the patient who is “tired all the time” 


Many of your patients may complain of a “tiredness” 
that has destroyed their ability to think and has taken 
from them all the purpose, the fun, and the flavor of 
living. Rest does not help—for this is not fatigue due to 
overexertion, but psychogenic fatigue, a result of monot- 
onous routine, overworry, or frustrating circumstances. 
With ‘Dexamyl’, you can help many of the patients 
with this common and unnerving condition. The unique 
mood effeet of “‘Dexamyl’ subtly replaces anxiety and 
depression with a renewed sense of cheerfulness, con- 
fidence and optimism—thereby restoring the ability to 
think and work. 


al tablets eli ire Spansulet capsules 


Each ‘Dexamyl’ Tablet and each teaspoonful (5 cc.) 


of the Elixir contains: Dexedrine* Sulfate (dextro- 
amphetamine sulfate, S.K.F.), 5 mg.; and amobarbital, 
gr. 

Also Available: ‘Dexamy!’ Spansule (No. 1), slowly re- 
leasing the equivalent of two tablets; ‘Dexamyl’ Span- 
sule (No, 2), slowly releasing the equivalent of three 
tablets. 


Smith, Kline & French Laboratories, Philadelphia 


Reg. US. Pat. Off 
1T.M. Reg U.S. Pat, Off. for sustained release capsules, S.K.F. 


Patent Applied For, 
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"Theirs is the need—and 
the right to have. 

Ours is the challenge—and 

the will to provide.” 


Woops 


For Exceptional Children Provides: 


1. Medical, Psychiatric, Psychological and Educational Serv- 
ices in a friendly, understanding environment. 


2. Around-the-clock care and individual training for each 
child, from nursery levels to adulthood. 


3. Opportunities to meet practical situations, to learn good 
work habits, and to enjoy social experiences toward the de- 
velopment of the “whole” child. 


4. Continuous research into the causes, treatment and pre- 
vention of retardation and emotional disturbance—and mak- 
ing these findings available for use everywhere. 


MEDICAL STAFF 
Witttam C. Apamson, M.D., 


PSYCHOLOGICAL STAFF 
E. Donato Loncenecker, Pu.D., 


Director of Child Study, Treatment and Chief Clinical Psychologist 
Research Center Myrtie BE. M.A. 

L. Nor, Jr. M.D., Frivz Stmner, M.A, 

Director of Medical Services KATHRYN Bi RCHARD, M.A. 

Eucens B. Srrvz, Heica Dipl.-Psych. 


Frank P. Bakes, Pu.D., 


Neuro-Sargery Consultant Attending Consultant in Speech 


R. Ancus, M.D., Rutu M. Srranc, Pu.D., 
Psychiatry Consultant Attending Consultant in Reading 
Edward L. Johnstone 


President 


THE WoobDs SCHOOLS 


A Non-Profit Organization Founded in 1913 
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Versatile, moderately long-acting hypnotic 


@ produces controlled hypnosis for psychiatric evalu- 
ation 

@ restores normal sleep cycle in acute excitement 

@ prevents convulsions during shock therapy 

@ provides prompt and prolonged narcosis in psychiat- 
ric patients 

@ aids in differential diagnosis between functional and 
organic disease 


Available in: Pulvules 1 grain 3 grains 
Ampoules 1 grain 1 7/8 grains 
3 3/4 grains 7 1/2 grains 
15 1/2 grains 


ELI LILLY AND COMPANY « INDIANAPOLIS 6, INDIANA, U.S.A. 
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OBSERVATIONS AND COMMENTS ON EUROPEAN PSYCHIATRY 
F. A. FREYHAN, M.D., Farnuurst, Dev. 


The psychiatric resident who enters Great 
Britain’s largest postgraduate psychiatric 
center—the Institute of Psychiatry at the 
Maudsley Hospital—finds this advice in his 
guidance book : 


Some of those who come to the hospital with little 
previous training in psychiatry are dismayed by the 
rather unfamiliar nature of the clinical work, the 
diversity of opinion on some matters, and the ab- 
sence of a single, dogmatically taught body of 
knowledge. Neither is it possible to solve for him 
the problems of treatment and pathology which per- 
plex his teachers, nor to shield him from the impact 
of the human suffering he will recognize in his pa- 
tients. Although considerable effort is made to pro- 
vide appropriate teaching for those who are new to 
psychiatry, the postgraduate student is assumed to 
have reached a stage of maturity and judgment 
which will enable him to appraise what he sees and 
hears. 


To provide a wide spectrum of clinical inter- 
ests and practices is the academic principle 
formulated by Professor Aubrey Lewis: 


Diversity is in keeping with the policy of the Insti- 
tute and its associated hospitals whereby responsible 
proponents of diverse views state them fairly and 
without heat, as in other branches of university 
teaching, and the pupils are free to listen, weigh, 
accept, reject, or modify and assimilate. 


Seeing this principle in action was an im- 
pressive experience during my recent visit to 
psychiatric teaching centers and hospitals in 
England and on the Continent. It was one of 
the purposes of my visit to see and hear what 
American and European psychiatry have in 
common and what, on the other hand, sepa- 
rates them. If one goes to other countries, one 
does not seek confirmation of one’s own opin- 
ions nor does one expect to find practices to 
which one is acctstomed. What I want to 
report are clinical observations and discus- 
sions with colleagues which seem particularly 
apt to introduce some of the current trends 
and issues in European psychiatry. I should 
point out that this is not an attempt to pre- 
sent a systematic survey but to focus atten- 
tion on singular aspects necessary to add to 
an understanding of international psychiatry. 

The American psychiatrist is conditioned 
to a higher degree of standardizations on a 


national level. Hospital, educational and or- 
ganizational policies, vary as they may, are 
subject to greater uniformity in this country. 
Psychiatric activity in Europe is character- 
ized by + greater diversity and independ- 
ence. To the American observer, this may 
at first seem confusing or ineffective. Euro- 
peans are likely to agree with A. Siegfried’s 
observation set forth in America at Mid- 
Century which sees American society in- 
creasingly oriented toward achievements de- 
pending on collective action, masterminded 
by the experts, thereby reducing the individ- 
ual to impotence. While this cannot apply 
to American psychiatry which excels in indi- 
vidual-centered therapy, it demonstrates the 
forces and contrasts of culture which deter- 
mine educational and professional practices. 
The English, for example, do not have a 
standardized diploma of psychiatry. Their 
Diploma in Psychological Medicine is granted 
by various academic bodies of which the Uni- 
versity of London is said to have the most 
stringent requirements. At the Institute of 
Psychiatry, the University of London has 
established six professional chairs and read- 
erships and there are other departments con- 
cerned with genetics, forensic psychiatry, 
children, medical statistics and endocrinology. 

What impressed me greatly at the Mauds- 
ley was the cooperation, or should I say co- 
existence, of proponents and discussants of 
the most diverse views. I met the heads of 
departments, participated in ward confer- 
ences, and attended diagnostic staff meetings. 
There is pronounced emphasis on individ- 
ualization of evaluation and treatment of 
every patient. Conformity of thought or 
method is intensely depreciated. A question- 
ing, doubting attitude is cultivated to bring 
uncertain issues to light. The absence of 
more dynamic, positive approaches is not 
based on lack of knowledge of the work of 
American therapists. On the contrary, staff 
members are well acquainted with current 
American literature. The feeling prevails 
that sober and detailed study is needed in 
order to integrate and evaluate the findings 
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of the diverse schools. All departments are 
actively engaged in research, but I fear that 
their publications are less generally known 
in this country than ours are there. This is 
regretted by our English colleagues who feel, 
I believe, that some visiting American psy- 
chiatrists are not infrequently more eager to 
lecture and convert than to listen and under- 
stand. The climate at the Maudsley is one of 
academic maturity which discourages intol- 
erances and dogmatism. It is, therefore, very 
conducive to communication and discussion. 

Forceful progress in the social emancipa- 
tion of the psychiatric hospital is demon- 
strated in a highly original fashion at the 
Warlingham Park Hospital outside of Lon- 
don, Dr. T. P. Rees, its superintendent, 
takes pride in pointing out that his accom- 
plishments are not due to material advantages 
but to the creation of a therapeutic climate 
which permits abolition of time-honored 
mental hospital practices. The hospital with 
its old buildings resembles a moderately sized 
state hospital in this country. I was taken 
around by a patient and could go where I 
pleased. There were no locked doors nor 
were patients on the wards. They were en- 
gaged in activities of one variety or another 
and had the freedom of the grounds. Great 
attention to details of daily living forms the 
backbone of the hospital system. Normal 
social customs are upheld with regard to 
dressing, dining, and mixing of the sexes. 
What is unusual is the thoroughness with 
which this has been made possible for pa- 
tients of all varieties, many of whom would 
be considered “deteriorated” in conventional 
hospitals. 

The principle of self-administration is 
much in evidence and constitutes a decisive 
therapeutic factor. The “social club” idea of 
J. Bierer had its origin in the recognition that 
a therapeutic milieu could not exist without 
enabling patients to assume responsibility and 
regain initiative. Social ciubs have since de- 
veloped into therapeutic units in hospitals 
and communities as weil. Group therapy, 
group discussions and psychodrama estab- 
lish close bonds between the club members 
and strengthen their social sense and motiva- 
tion. Similar to the A.A., these clubs aid in 
the emotional rehabilitation of discharged pa- 
tients who remain active club members. 


The experimental neurosis unit at War- 
lingham Park Hospital is of special interest. 
All patients enter voluntarily. They are ad- 
vised that they will be discharged after two 
months regardless of their state of progress 
and cannot be readmitted to this unit. This 
prepares the patients for their part in the 
therapeutic program and underlines the need 
for positive participation. The patients are 
in charge of the unit, choose and prepare 
their own meals, and plan their recfeational 
and occupational activities. All therapeutic 
emphasis is on group therapy. Several thera- 
pists alternate. Individual sessions are dis- 
couraged. The cohesiveness of the group fa- 
cilitates an intensive interaction of feelings 
and resentments which accelerate the un- 
covering of basic attitudes and conflicts. 

Finally, a successful policy has been estab- 
lished to bring the hospital to the people in 
the community. The staff members divide 
their time between hospital and community 
services. This broadens their clinical and 
social understanding. Still more important, 
however, it breaks the dividing walls of intra- 
and extramural psychiatry. 

The structure of social psychiatry assumes 


an entirely new meaning if one meets Dr. 
Maxwell Jones and visits his therapeutic com- 
munity at Belmont Hospital. I was advised 
to do this on a Friday, the day of the special 


presentation. The psychodrama begins at 
9g a.m. and is regarded as a climax of the 
week’s events. Situated in quiet and rural 
surroundings near London, the hospital it- 
self appears old and worn, Getting there a 
few minutes late, I found the community hall 
crowded, all chairs taken and stood at the 
door. Thus, I had the opportunity to see the 
vivid and intense participation of all around 
me, The psychodrama consists of an autobio- 
graphical sketch, presented on the day of my 
visit by a young woman patient. Scenes, 
particularly crucial to her, were enacted by 
other patients who stepped forward to play 
the roles of parent, teacher, or lover. The 
content was frank, the presentation natural 
and free from emotional exhibitionism. 
There followed a highly critical discussion 
from the audience which disclosed fasci- 
nating fragments of identification and in- 
sight. Dr. Jones closed the discussion with 
some interpretations. Seeing the hospital and 
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being present at a staff meeting in Dr. Jones’ 
office enabled me to sense the singular dedica- 
tion which made possible the creation of this 
“therapeutic community.” All conventional 
hospital policies have been dropped. Group 
therapy and group government dominate. 
Doctors and nurses are integral parts of the 
group. There are no individual sessions and 
neither therapist nor patient can withdraw 
into therapeutic privacy or isolation. If a 
new patient—most frequently a psychopath 
—arrives at the hospital, he is met by a re- 
ception committee of patients, selected by the 
patients. They introduce him to the group, 
show him around and find themselves re- 
sponsible for his welfare. This delegation 
of responsibility discourages cynicism of the 
inpatients and cancels the urge to rebel in the 
newcomer. 

Dr. Jones discusses his experiences with 
great frankness, seriousness, and realism. 
One leaves his place with the conviction that 
a therapeutic community of this structure 
offers psychological incentives and provokes 
social forces which must set in motion growth 
and response. 

The diversity of issues and practice in 
German psychiatry can be recognized by ob- 
serving some of the contrasts between Hei- 
delberg and Tuebingen. Both have been de- 
scribed as “the great powers of German 
psychiatry.” Kurt Schneider, at the Univer- 
sity Clinic in Heidelberg, represents concep- 
tual systematic psychiatry based on an empiri- 
cal dualism. This conception of psychiatry is 
strongly influenced by K. Jaspers’ monu- 
mental Psychopathology. In Eurpoe, Jaspers 
is regarded as one of the greatest contem- 
porary philosophers. It is unfortunate that his 
work is hardly known in this country. His 
influence on continental psychiatry has been 
enormous for decades. Jaspers, who has been 
called “the great psychopathologist-philoso- 
pher of our age,” insists on the clean distinc- 
tion between causal explanation and psy- 
chological understanding of personality. For 
this reason, phenomenological analysis is held 
to be the scientific approach to psychopa- 
thology. While this entire system stands in 
marked contrast to the scientific thought of 
American psychiatry, it should neither be 
ignored nor prematurely written off as use- 
less. We are confronted with fundamentally 


different methodologies which are potent in 
different spheres. Schneider concentrates on 
the conceptual delineation of psychological 
phenomena to avoid “diagnostic confusion 
and consequently therapeutic blindness.” In 
his clinic, one finds preoccupation with psy- 
chopathological analysis by means of meticu- 
lous and comprehensive clinical study. A con- 
servative attitude prevails with regard to all 
therapies. The patients receive study and 
care in accordance with the highest standards 
of scientific objectivity. But there is little, if 
any, inclination to encourage therapeutic ex- 
perimentation or to part from conventional 
hospital practices. An atmosphere of friendly 
detachment permeates wards and lecture 
halls. 

Only a block away—but miles in orienta- 
tion—is the Institute for Psychosomatic 
Medicine. Under the directorship of Prof. 
A. Mitscherlich, this department makes avail- 
able psychoanalytical therapy to in- and out- 
patients. Mitscherlich lectures to the medical 
students on the psychogenetic and anthro- 
pological aspects of illness. The Institute is 
partially supported by the Rockefeller Foun- 
dation and attempts to treat people of all 
socio-economic classes, regardless of their 
financial capacities. Mitscherlich’s experi- 
ences have convinced him of the need for 
flexible clinical policies to cope with various 
socio-psychological problems. Initial hos- 
pitalization is preferred to facilitate intensive 
therapy. The therapist assumes a high degree 
of therapeutic activity in order to avoid a 
division of purely organopathic and purely 
analytical therapy. A difference is seen be- 
tween analytical therapy of neuroses with 
concomitant physical disturbances and psy- 
chosomatic analytical therapy. The latter 
necessitates a variety of individual techniques 
which have been presented in a number of 
original reports. Mitscherlich found several 
obstacles which he attributes to current social 
and cultural conditions. “Escapism into ex- 
traversive occupations and activities is the 
general practice in our time. Again and again 
the analyst meets with patients who seem re- 
luctant, even unable to reflect and recollect, 
to be confronted with their own selves.” 
There is also the unfamiliarity of the thera- 
pist with the social patterns of certain pa- 
tients which results in failure “due to the 
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fact that the analyst is unable to find the 
port-holes of their minds because he does not 
speak the only language they know.” Finally, 
treatment is often blocked by the unwilling- 
ness of the pacients to make a little sacrifice 
as “the modern administrative government 
has taught them to delegate all responsibility, 
even in cases of illness.” These are views on 
clinical and sociological aspects of psycho- 
somatic medicine which deserve the widest 
attention. 

At the University Clinic in Tuebingen, 
Ernst Kretschmer continues to be its rigor- 
ous and inspirational chief. As prolific a 
writer as ever, his clinic is a very active 
center for research and psychotherapy. The 
spectrum of clinical investigations is broad. 
Kretschmer is a dynamic, brilliant imagina- 
tive clinician who is more attracted to the 
phenomena of fluency, development, and 
transition than to the problems of delinea- 
tion and systematization as represented by 
Schneider. I was especially eager to see the 
department for psychotherapy which has a 
division for inpatients. Kretschmer has been 
an ardent advocate of psychotherapeutic 
techniques which are both intensive and brief. 
Patients have daily therapeutic sessions which 
are directed at the main conflict. This situa- 
tional conflict serves as the focus for person- 
ality analysis. Simultaneously, there is an 
extensive group program which includes for 
some patients hypnotic methods, habituation 
therapy, and the highly regarded “autogene 
training” method of J. H. Schultz. Every 
effort is made to have the patient gain self- 
understanding, as well as self-control. Kret- 
schmer has said that “it is not theoretical con- 
siderations but only the success attending 
treatment which must give the casting vote 
in such questions of practical therapeutics.” 
Follow-up studies of a very detailed nature 
have been published and indicate results 
which compare favorably with psychothera- 
peutic reports in the American and English 
literature. My observations, limited in time 
as they were, convinced me that great inge- 
nuity and flexibility are shown in the plan- 
ning of therapeutic programs to engage the 
patient in a total effort toward change. 

Here as elsewhere in Europe, the time 
limit of psychotherapy is of the greatest sig- 
nificance since the insurance organizations 


have to pay the bills. Few patients can afford 
to pay their own way and many are unwilling 
to contribute to the cost since they are en- 
titled to full coverage under the social insur- 
ance system. While this situation may favor 
the development of briefer therapeutic tech- 
niques, they have not been conceived as “sub- 
stitutes” for prolonged therapy. There is a 
genuine conviction among many European 
psychiatrists that psychotherapy should be 
highly individualized and goal-directed. 

The Psychiatric University Clinic Burg- 
hoelzli in Zurich has its special place in the 
history of contemporary psychiatry. One 
cannot enter the hospital without a feeling of 
reverence, This was the birthplace of the 
modern conception of schizophrenia. For 
decades, students from everywhere came here 
for training and research. The beautifully 
situated hospital with a view of the moun- 
tains, its old but meticulously kept buildings, 
convey a feeling of great tranquillity. Today, 
under the directorship of Prof. Manfred 
Bleuler, the hospital is one of Europe’s lead- 
ing centers of clinical teaching and research. 
Bleuler has not only extensive personal 
knowledge of American psychiatry but has 
long been convinced of the urgent need to 
present and interpret the American literature 
to European colleagues. In a masterful, most 
comprehensive article and review (1,101 ref- 
erences) of changes in theory and therapy 
of schizophrenia, he pointed out the fact that 
the danger of a breakdown in communication 
and understanding had emerged as the most 
extraordinary result of the International Psy- 
chiatric Congress in Paris in 1950. Bleuler 
serves international psychiatry through his 
untiring efforts to present opposing view- 
points, evaluate their claims and organize 
clinical research on a wide scale. By avoid- 
ing all and every dogmatic constriction, 
Bleuler and his staff uphold the academic 
principle of universality. There is G. Bene- 
detti, whose intensive psychotherapeutic pro- 
gram explores the accessibility of schizo- 
phrenics to “direct analysis” which he had 
an opportunity to study with John Rosen in 
New York. Other psychotherapists are in- 
terested in the applicability of realisation 
symbolique of Madame Sechehaye. 

Therapy with reserpine and chlorproma- 
zine was introduced early in 1953 and has 
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been submitted to a variety of extensive clini- 
cal investigations. An important publication 
on neuro-endocrine psychiatry was published 
recently which sums up a series of compre- 
hensive clinical studies. Bleuler is greatly 
interested in the study of families to deter- 
mine the influence of the family milieu on 
the personality development of schizophrenic 
patients. Attending daily staff meetings, par- 
ticipating in ward rounds and clinical ses- 
sions, talking to patients, nurses, and staff 
members, I was greatly impressed with the 
thoroughness of clinical work-up and knowl- 
edge. Both university students and resi- 
dents seemed well trained in clinical diag- 
nosis and psychopathology. There is less 
general emphasis on psychodynamics than 
would be considered basic in this country. 
Here, as elsewhere in European universities, 
the student is expected to observe, recognize, 
evaluate and formulate clinical and individ- 
ual aspects before he can embark on interpre- 
tation or therapeutic planning. In his lec- 
tures to the students, Bleuler adheres to the 
traditional didactic method of case presenta- 
tions before a large auditorium. Sitting 
among the students during a lecture, I be- 
came aware of the differences between ulti- 
mate goals of teaching in Europe and 
America. The student in Zurich is expected 
to gain knowledge of clinical psychiatry and 
principles of therapy. He must know current 
theories in research and therapy but no effort 
is made to engage him personally. The 
American student is more apt to participate 
in a dynamic program to acquire understand- 
ing of interpersonal relations. He may know 
less of clinical symptomatology and hear little 
if anything at all about nondynamic concepts. 
His training aims to make him perceptive to 
the emotional needs of the patient and how 
to meet them. 

It would be unfortunate for psychiatry if 
we ignore that either method has its limita- 
tions. The American student may be better 
prepared for psychotherapy, the European 


for research. Certainly, there cannot be a 
future for one without the other. 

Continental psychotherapy, particularly in 
Switzerland and Germany, has felt the im- 
pact of the philosophy of existentialism. The 
work of Heidegger, the ontological analysis 
of modes of human existence, paved the way 
for the Daseinsanalyse of Binswanger, Boss, 
and others. Boss, a prominent psychoanalyst 
in Zurich, sees in existential analysis a new 
way of anthropological thinking which ex- 
pands Freud’s theory and avoids mechanistic 
concepts of the nature of man. Existential 
analysis manifests a growing influence. It is 
neither a movement nor represented by an or- 
ganization. This may be its strength rather 
than weakness. 

American psychiatry has risen to a domi- 
nant international position. Only a few 
decades ago, the center of gravity was Euro- 
pean. Knowledge of the work of American 
psychiatrists was sparse. This has changed 
radically. Today, many of our European col- 
leagues look with envy upon the enormous 
growth and public prominence of American 
psychiatry, They are impressed by the strong 
initiative which made this expansion possible. 
European psychiatry does not have the pub- 
licity or technique of public relations to attain 
similar prominence. Obviously, this should 
not be taken as evidence of scientific retarda- 
tion or therapeutic unproductiveness. 

I can think of nothing more futile than to 
“compare” American and European psychi- 
atry. Our own work has taught us the 
dangers of generalizations and superficiality. 
There is no yardstick to measure complex 
achievements. It would be paradoxical if 
international communication becomes en- 
dangered because of differences in theory and 
practice. This is the period in the history 
of psychiatry in which interpersonal relations 
have become our main concern, We must 
make certain that this holds true in intrapro- 
fessional relations. 
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CLINICAL EVALUATION OF AZACYCLONOL, CHLORPROMAZINE, 
AND RESERPINE ON A GROUP OF CHRONIC 
PSYCHOTIC PATIENTS ' 

FRANCO RINALDI, M.D.,? L. H. RUDY, M.D., ano H. E. HIMWICH, M.D. 
Gacessurc, IL. 


Because we now have several drugs, all 
of which appear to be of therapeutic value 
for some patients with psychoses, it becomes 
necessary to evaluate and compare their effi- 
cacy. The present report is concerned with 
the effects of azacyclonol, reserpine, and 
chlorpromazine* on the same group of 
patients. 


METHOD 


For our study 40 moderately disturbed, 
chronically ill, psychotic patients were 
chosen, the majority between 40 and 70 
years of age, all with long histories of hos- 
pitalization. All were so disturbed as to 
be candidates for closed wards but not so 
violent as patients with the same diagnosis 
of more recent onset. However, in all cases 
the psychotic symptomatology was still florid 
and well differentiated. We did not include 
chronic patients in whom, with the passage 
of time, the main traits of the psychiatric 
illness seemed to have faded off into a picture 
that was almost undifferentiated. 

Thirty-two of our patients were schizo- 
phrenic, divided into 3 categories: 16 para- 
noid, 10 hebephrenic, and 6 hebephreno- 
catatonic. Six patients were classified as 
schizoaffective. They presented a picture of 
chronic elation of the manic type which, 
however, could not be considered as true af- 
fective psychosis because of the chronicity 
of the condition, the absence of periodic 


1From the Thudichum Psychiatric Research 
Laboratory, Galesburg State Research Hospital. 

* Fulbright Fellow, on leave from the Clinic for 
the Diseases of the Nervous System of the Uni- 
versity of Cagliari, Cagliari, Italy. 

* Azacyclonol is the generic name for Frenquel, 
which was provided by the Wm. S. Merrell Com- 
pany, Cincinnati, Ohio; reserpine is the generic 
name for Serpasil, which was provided by the Ciba 
Pharmaceutical Products, Inc., Summit, N. J.; 
chlorpromazine is the generic name for Thorazine, 
which was provided by the Smith, Kline and 
French Laboratories, Philadelphia, Pa. 
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variations, and the relative deterioration of 
personality with schizophrenic features. Our 
group included only one patient in whom the 
depression of the mood was fundamental, a 
case of involutional melancholia. 

The study began with a clinical evaluation 
of each subject in accordance with a list of 
the chief psychiatric and physiological symp- 
toms. With these data a psychiatric and 
physiologic profile of each patient was es- 
tablished with regard to activity, talk, 
thought, perception, mood, affectivity, emo- 
tions, interpersonal relations, and critical 
judgment, as well as sleeping and eating 
habits and variations in weight, heart rate, 
blood pressure, and pupillary diameter. 

During the entire study rounds were made 
twice daily to determine any changes in the 
patients. Every 2 weeks the research staff 
again made clinical evaluations of the pa- 
tients’ condition with special regard to possi- 
ble alteration of the psychiatric profile. The 
observations of the attendants and nurses 
were taken into consideration in making 
these evaluations. We followed the “double- 
blind” method, namely, 4 weeks of placebo, 
4 weeks in which half of the patients were 
on the test medication and half on placebo, 
4 additional weeks where the medication of 
the 2 groups was reversed and a subsequent 
4 weeks of placebo. The doses of the drugs 
were as follows: azacyclonol, 10 mg. b.i.d., 
reserpine, 2 mg. b.i.d. With chlorpromazine, 
however, the dosage was gradually increased 
during the initial 2 weeks so that by the end 
of that period each patient was receiving 200 
mg. b.i.d. In the subsequent 2 weeks the 
dosage was lowered if it seemed excessive. 
On the other hand, for some patients the 
dosage was further increased until the de- 
sired therapeutic effect was obtained or side 
reactions necessitated a diminution in dos- 
age. The highest dose given was 700 mg. 
b.i.d. 

Criteria for Clinical Evaluation —We 
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classified the clinical results obtained with 
the 3 drugs into various degrees of improve- 
ment, unchanged condition, or made worse. 
The term improvement was applied to bene- 
ficial change in the psychotic symptoms that 
appeared while the drug was being admin- 
istered and then disappeared with regression 
toward the premedication state after the dis- 
continuation of the drug. The degrees of 
improvement were: (1) marked improve- 
ment—an over-all amelioration of the funda- 
mental psychiatric symptoms, such as the 
delusional thought processes of the para- 
noid patients, the dissociation of ideas and 
the autism characteristic of the hebephrenic ; 
(2) definite improvement—a change of the 
psychotic picture including an attenuation of 
all psychotic symptoms, but referring chiefly 
to the secondary ones, such as diminution of 
psychomotor hyperactivity; (3) partial im- 
provement—desirable effects limited to the 
mitigation of only some of the psychotic 
symptoms so that the ward management was 
greatly facilitated; (4) doubtful improve- 
ment—some beneficial effects noted but did 
not fulfill both requirements mentioned 
above in regard to the correlation of the pa- 
tient status with administration or removal 
of the therapeutic agent, so that it remained 
doubtful whether the amelioration was actu- 
ally due to the drug or to a spontaneous fluc- 
tuation in the psychotic symptomatology. 

The classification of equivocal results ap- 
plies to the effects of chlorpromazine as ap- 
pears in the accompanying table. As is 
explained later, the introduction of this 
category was necessary in order to classify 
changes consisting of a sedative or quieting 
effect which might be considered beneficial 
from the viewpoint of ward management but 
hardly so from the psychiatric viewpoint as 
these changes were associated with intensi- 
fication of withdrawal, apathy, passivity and 
inactivity. The sixth category, patients who 
remained unchanged, is self-explanatory, as 
is the seventh, formed of those who were 
made worse. 


RESULTS 


A consideration of all types of improve- 
ment reveals that the largest number of pa- 
tients was helped by reserpine (32) followed 


in turn by chlorpromazine (24) and by 
azacyclonol (21). Thus in no instance were 
all patients helped by any one drug. The de- 
gree of improvement obtained by each drug 
also varied with the different diagnostic cate- 
gories. These results are summarized in 
Table 1. In general, marked improvements 
were observed both with chlorpromazine and 
reserpine to approximately the same extent, 
but the best degree of improvement was not 
observed with azacyclonol (Table 1A, B, C). 

Though the salutary effects obtained with 
azacyclonol involved schizophrenic patients of 
the paranoid, hebephrenic, and hebephreno- 
catatonic groups, it must be stressed that 
the modifications of behavior were not so 
striking as with reserpine or chlorpromazine. 
From a practical point of view these changes 
resulted in better ward adjustment and man- 
agement, observations confirmed by the ex- 
perience of the ward personnel. The nature 
of the beneficial effects obtained with azacy- 
clonol (Table 1A) can be described as fol- 
lows: In the paranoid patients the over-all 
improvement in behavior appears to be a con- 
sequence of the mitigation of the hallucina- 
tions and delusions. It is easy to see how 
the amelioration of these 2 symptoms was 
followed by a decrease of hostility and dis- 
trustfulness, by a normalization of overac- 
tivity, and easier ward adjustment. In hebe- 
phrenic and hebephreno-catatonic patients 
the improvement seems due chiefly to advan- 
tageous changes of the thought processes, 
namely, more consequential associations, and 
an increase in communicability that reduced 
the barrier of incomprehension and seclu- 
sion between the patient and the environ- 
ment. In some instances the catatonic fea- 
tures were reduced in intensity. From these 
changes followed the more appropriate be- 
havior, the more sensible way of talking, and 
the patient’s better ward adjustment. 

With the use of reserpine the beneficial 
effects were conspicuous and generalized 
(Table 1B). First of all, reserpine had an 
over-all quieting action which accounts for 
a great part of the improvement observed. 
In the patients in whom bad mood, irrita- 
bility, tension, anxiety, and hostility were 
present, tranquilization followed a striking 
attenuation of these symptoms. However, 
this type of action of reserpine did not ac- 
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count for all the improvements. The hebe- 
phrenic and hebephreno-catatonic patients 
showed an amelioration of symptoms which 
seemed to be not so much a decrease of 
overactive behavior as a correction of its 
inappropriateness. This phenomenon was 
associated with a decrease of mannerisms, 
more logical associative process, an emer- 
gence from apathy and withdrawal as well 
as a reduction of the catatonic features. Be- 
havior and speech became more sensible as 
schizophrenic withdrawal and autism de- 
creased, giving way to augmented activity 
in the normal direction. An elevation of 
mood was consistently evoked by reserpine. 
This latter phenomenon accounts for the 


TABLE 1 


Resutts Osrarnep Eacn or tHe 3 Drucs in THe Dirrerent Groups. 
Tue Ficures Represent tHe Numeer or Cases ror Eacu Tyre or Resutr. 
See Text vor Detaits or THE CLASSIFICATION. 


striking improvement of the depressed pa- 
tient, and also for the rather unsatisfactory 
results observed in some schizoaffective pa- 
tients whose picture of chronic elation was 
further aggravated. According to Barsa and 
Kline(1) this aggravation of the symptoms 
may be ascribed to a period of turbulence and 
may be overcome by an increase in dosage. 
Thus the administration of reserpine was 
most beneficial for the hebephrenic and hebe- 
phreno-catatonic groups and for the de- 
pressed patient. In a number of paranoid 
patients desirable effects were observed, as 
tension, hostility, and irritability were re- 
duced. The delusional components of these 
patients, however, were scarcely affected and, 


A. Arzacyclonol 


r 


Hebephreno- Schizo- 

Paranoid Hebephrenic _ catatonic affective Depressive Total 

Definite improvement ............... 8 I 9 
Partial improvement ................ 2 4 4 2 0 12 
Doubtful improvement .............+. 2 4 I 
Unchanged ..... 2 I I 3 I 8 
7 10 6 5 I 39 


B. Reserpine 


Hebephreno- Schizo- 

Paranoid Hebephrenic catatonic affective Depressive Total 
Marked improvement ................ 4 2 1 8 
Definite improvement ............... 3 4 1 14 
Partial improvement ........ ceveone aig 5 I I 0 10 
a 16 10 6 6 I 39 


C, Chlorpromazine 
A. 


Hehephreno- Schizo- 

Paranoid Hebephrenic _ catatonic affective Depressive Total 
Marked improvement ..............+ 4 5 9 
Definite improvement ............... 5 2 o o oO 7 
Partial improvement ............... 6 2 8 
Equivocal results ..... I 6 6 13 

16 10 6 5 I 8 
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in some cases, were even intensified. This 
feature suggests that for the paranoid pa- 
tient reserpine is less s«tisfactory than chlor- 
promazine. The poorest results with reser- 
pine were obtained in the schizoaffective pa- 
tients. 

Chlorpromazine (Table 1C) produced a 
sedative effect, definitely more marked and 


more generalized in all patients than did the 


other 2 drugs. This sedative action consisted 
in a reduction of the intensity of all mani- 
festations of behavior, whether abnormal or 
normal, and increasingly so with greater 
dosages. There was a more strict relation- 
ship between this sedation and the improve- 
ment of the psychotic picture with chlor- 
promazine than with reserpine, i.e., chlor- 
promazine was most satisfactory in patients 
in whom an abnormal overactivity of be- 
havior was prominent—whether due to florid 
delusions in the paranoid patient or to ela- 
tion and flight of ideas in the schizoaffective, 
or to the manneristic manifestations of the 
hebephrenic patient. Since the sedative effect 
of chlorpromazine was associated with a re- 
lease of internal tension and with a reduc- 
tion of irritability, its use in paranoid pa- 
tients was very satisfactory. Chlorpromazine 
was still better for schizoaffective patients 
as the sedation was associated with a depres- 
sion of their previously elated mood and a 
slowing down of their ideational process. 
On the other hand, administration of chlor- 
promazine to a hebephrenic or hebephreno- 
catatonic patient did not produce desirable 
effects for the trend toward inactivity seemed 
to enhance the apathy, the passivity, the 
autism, and the catatonic features. In the 
same way, the tendency of chlorpromazine 
to depress the mood yielded untoward 
changes in our depressed patient. To this 
latter conclusion a proviso should be added, 
namely, that after chloipromazine was dis- 
continued and its depressant effect had dis- 
appeared, the patient’s mood showed such 
a swing to the better as to indicate an im- 
provement over the premedication status. 
Side Effects —Of the 3 drugs, chlorpro- 
mazine produced the most numerous and the 
most conspicuous side effects. Azacyclonol, 
on the contrary, evoked none at all. Chlor- 
promazine consistently caused decreases of 
blood pressure of rapid onset, great variabil- 


ity and instability with occasional depressions 
to extremely low values affecting especially 
the diastolic levels. With these hypotensive 
crises were often associated spells of dizzi- 
ness and fainting. Chlorpromazine also pro- 
duced tachycardia variable from moment to 
moment with peaks which correlated with the 
hypotensive episodes. The hypotension and 
the tachycardia became less prominent after 
the first 2 or 3 weeks of medication. Skin 
erythema and urticaria were also cbserved in 
5 patients. These symptoms promptly re- 
gressed on discontinuation of the drug, and 
the resumption of treatment after 3 or 4 
days failed to cause their reappearance. In 
one patient icterus appeared after 1 week of 
treatment with 150 mg. b.i.d., but regressed 
a few days after the discontinuation of the 
drug. 

Reserpine generally caused a fall in blood 
pressure, rather slow in onset and without 
the sudden variation observed with chlorpro- 
mazine. Reserpine also produced myosis and 
congestion of the nasal mucosa in almost all 
patients, as well as spontaneous epistaxis in 
3 cases. The flushed face with reserpine con- 
trasted with the pale skin with chlorpro- 
mazine. Parkinson-like tremor and mask- 
like facial expression were observed in 4 
cases with reserpine and in 1 with chlor- 
promazine. 

Clinical Comparisons.—Having so evalu- 
ated the results obtained with the 3 drugs, we 
draw the following conclusions from our 
group of patients. In paranoid patients 
chlorpromazine is the drug of choice, reser- 
pine is placed second because of an enhance- 
ment of delusions and irritability occurring in 
some instances. In the paranoid patient, aza- 
cyclonol can also be of help, especially when 
an hallucinatory symptomatology is promi- 
nent. In the hebephrenic and hebephreno- 
catatonic patient reserpine is the first choice, 
followed by azacyclonol. Chlorpromazine is 
of value, however, when sedation is a goal of 
such importance as to render an increase of 
withdrawal and passivity relatively unimpor- 
tant. In schizoaffective patients chlorpro- 
mazine is the best drug in all cases. In the 
depressed condition reserpine is the first se- 
lection. Chlorpromazine can also be used 
when a sedative effect is necessary or when 
aiming for a posttreatment improvement of 
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the mood, if the depressant effect during 
treatment can be disregarded. Of course, the 
choice of drug for each case will also depend 
upon the side effects. A history of liver dam- 
age is a contraindication for the use of chlor- 
promazine, as would be a precarious cardio- 
vascular condition in view of the hypotensive 
crises often observed with this drug. 

Since our conclusions are limited in their 
validity to chronic psychotic patients and to 
dosages and methods of administration of 
drugs employed in our study, they cannot be 
applied generally in the treatment of vari- 
ous psychotic disorders. With a different 
type of patient, namely, those with illness of 
more recent onset, and using a more varied 
dosage as well as methods of administration, 
our conclusions would not necessarily be the 
same. However, the value of our present 
work consists chiefly in the demonstration 
that the difference between the behavioral 
effects of the 3 drugs are such that a careful 
analysis may lead to a differentiation of the 
type of psychotic disorder which is likely to 
be beneficially influenced by each of them. 


DIscussION 


We do not wish to enter into a thorough 
discussion of the pharmacological mecha- 
nisms that underlie the different modes of 
action of azacyclonol, reserpine, and chlor- 
promazine. We shall mention only the ex- 
perimental data of Rinaldi and Himwich(7) 
which indicate that each of these drugs 
exerts characteristic effects on the mesodien- 
cephalic activating system which is probably 
involved in the regulation of psychomo- 
tor activity. Reserpine in even moderate 
amounts stimulates this system(6). Azacy- 
clonol does not modify the function of this 
system in any dosage, while chlorpromazine 
depresses it in low and moderate doses and 
excites it in higher ones(7). 

Perhaps the excitatory effect of reserpine 
on the mesodiencephalic activating system 
can be correlated with the striking improve- 
ment noted with reserpine in our one patient 
with involutional depression, with the in- 
crease of elation in the schizoaffective pa- 
tients, and also with an activation of delu- 
sions in some paranoid patients. To the 


depression of the activating system may be 
ascribed in part the sedative effect of chlor- 
promazine as well as the trend toward psycho- 
motor inactivity, the decrease of the elation of 
the schizoaffective patients and the worsening 
of the depressive state of our patient with in- 
volutional melancholia. These facts account 
for the differences between chlorpromazine 
and reserpine while the similarity of their 
effects on emotional expression and the vege- 
tative sphere can be explained by a common 
depressant action on the hypothalamus(7). 
It should be noted that the stimulation of the 
mesodiencephalic activating system (which 
includes the brainstem reticular formation), 
exerted by reserpine in all dosages and with 
chlorpromazine in the largest ones, explains 
the occurrence of a Parkinson-like syndrome 
during the treatment(5). 

What we know of the mechanism of ac- 
tion of these 3 drugs places azacyclonol in a 
category different from that of reserpine and 
chlorpromazine because azacyclonol does not 
affect the mesodiencephalic activating system 
or the hypothalamus. However, the fact that 
azacyclonol can counteract both the behav- 
ioral(2) and the electroencephalographic 
changes(7) experimentally induced by the 
hallucinogenic drugs, LSD and mescaline, 
can be taken as a starting point for further 
research on the mechanism of action of this 
drug. 

In fact, from this viewpoint, an explora- 
tory lead is offered by recent pharmacological 
data on the interaction between hallucino- 
genic agents, tranquilizing drugs, and sero- 
‘onin, Costa(2) in our laboratory has studied 
the effects of several drugs on the serotonin- 
induced contractions of the rat’s uterus. 
Costa confirmed the observations of Gaddum 
and Hameed(4) that LSD inhibits, but he 
also demonstrated that LSD, in concentra- 
tions lower than the inhibiting ones and com- 
parable to those inducing schizophrenic-like 
symptoms in man, facilitates the action of 
serotonin. Furthermore, he found that mes- 
caline always augments the  serotonin- 
induced uterine contractions while azacyclo- 
nol, as well as reserpine and chlorpromazine, 
inhibits serotonin. On the basis of these find- 
ings we may suggest that the psychotogenic 
effects of mescaline and LSD are due to 


Ge 

3 
‘Se 

4 

i 


1956] F. RINALDI, L. H. RUDY, AND H. E. HIMWICH 683 


their serotonin-facilitating properties. The 
correction of LSD-evoked psychosis by 
azacyclonol and probably the beneficial effects 
of azacyclonol, reserpine, and chlorpromazine 
in clinical psychiatry could be due partially 
to their ability to inhibit serotonin. 


SUMMARY AND CONCLUSIONS 


1. Clinical evaluations of azacyclonol, res- 
erpine, and chlorpromazine were made in 
turn on the same group of chronic, moder- 
ately disturbed, psychotic patients, most of 
whom revealed schizophrenic reactions main- 
tained through long hospitalization. 

2. Beneficial results were obtained with 
each of the 3 drugs, but not necessarily in 
the same patients; nor were all patients 
helped by any one drug. 

3. Consideration of the total number of 
patient improvements in our limited series 
showed reserpine to be best, closely followed 
by chlorpromazine, and then by azacyclonol. 

4. From the analysis of the results in re- 
lation to the different diagnostic categories, 
it would seem that the hebephrenic and hebe- 
phreno-catatonic patientr were helped most 
by reserpine, next came azacyclonol, while 
chlorpromazine was least effective. In the 
treatment of paranoid patients chlorpro- 
mazine was most beneficial, followed by 
reserpine, and then by azacyclonol. The 


schizo-affective patients exhibited best im- 
provement with chlorpromazine. One case of 
involutional depression was strikingly bene- 
fited by reserpine. 

5. Limiting the validity of these conclu- 
sions to the types of patients studied we find 
that it is possible to differentiate between the 
use of each of these drugs in different psy- 
chiatric categories and to indicate the choice 
of drug that may prove most useful in the 
treatment of a given case. 
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USE OF RESERPINE IN DISTURBED PSYCHOTIC PATIENTS 


JOSEPH A. BARSA, M.D.) ano NATHAN S. KLINE, M.D.? 
Orancesure, N. Y. 


Rauwolfia, a genus of the Apocynaceous 
family, is named after Leonard Rauwolf, a 
German doctor and botanist who made a trip 
to Asia and Africa in 1573-5 to study medic- 
inal plants. More than too different species 
of Rauwolfia are known, the most familiar 
being Rauwolfia Serpentina because of its 
long medical use, particularly by the Ayur- 
vedic practitioners, In ancient Indian liter- 
ature this drug was reported to be useful as 
a febrifuge, as a remedy for snake bites, and 
as a cure for dysentery. In somewhat later 
times it was used for insomnia, hypochondria 
and insanity. However, it was not until 1933 
that Chopra, Gupta, and Mukherjee(1) re- 
ported the hypotensive activity of this plant. 
Their observation, together with the drug’s 
increasing use as a sedative, stimulated much 
interest. In 1952 Mueller, Schlittler, and 
Bein(2) identified a new crystalline alkaloid 
from the Rauwolfia root. This alkaloid, 
reserpine, appeared to be the chief active 
principle of Rauwolfia. In the present study 
1 mg. tablets of reserpine * and 2 cc. ampuls 
of parenteral solution containing 2.5 mg. of 
reserpine per cc. were used. 


SUBJECTS 


This study was conducted between April 
and October 1954 in a hospital building hous- 
ing 740 chronically disturbed psychotic fe- 
male patients. One hundred fifty of the most 
disturbed were selected, regardless of diag- 
nosis, age, duration of illness, or previous 
treatment. They were selected chiefly for 
their excited, hyperactive, combative, or de- 
structive behavior. Included also were sev- 
eral cases of profound stupor that were se- 


1 Supervising psychiatrist, Rockland State Hospi- 
tal, Orangeburg, N. Y. 

2 Director, Research Facility, Rockland State 
Hospital, Orangeburg, N. Y., and research associate, 
department of neurology, College of Physicians 
and Surgeons, Columbia University. 

5 The reserpine used in this study was supplied 
by Ciba Pharmaceutical Products, Inc., under the 
name of Serpasil. Appreciation is expressed to their 
research department. 
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vere feeding and management problems. Of 
the 150 selected, 131 had received insulin 
coma and/or electroconvulsive therapy with- 
out lasting benefit ; 55 were currently receiv- 
ing maintenance electroconvulsive treatments 
once or twice a week, and had already re- 
ceived from 40 to several hundred individual 
shock treatments; 11 had undergone some 
form of psychosurgery. 

The patients ranged in age from 15 to 64. 
One hundred twenty-six were diagnosed as 
schizophrenic ; of the remaining 24, 3 were 
manic-depressive psychosis, mixed type; 3 
involutional psychosis, melancholia; 4 in- 
volutional psychosis, paranoid type; 6 psy- 
chosis with mental deficiency; 1 psychosis 
with cerebral arteriosclerosis; 1 psychosis 
with cardiorenal disease ; 3 epileptic clouded 
states; 1 epileptic psychosis, deteriorated 
type ; 1 alcoholic psychosis, Korsakoff’s type ; 
and 1 primary behavior disorder, simple 
adult maladjustment. The last case was a 19- 
year-old girl who had previously been di- 
agnosed as schizophrenic in another institu- 
tion. Her behavior was characterized by 
childishness, emotional lability, periods of 
depression in which she would manifest 
suicidal tendencies, and severe rage attacks 
in which she was combative and destructive. 


METHODS 


Since this was a pioneer study in the use 
of reserpine in treating this type of patient, 
it was necessary to establish the optimal 
dosage by trial and error. Each patient was 
studied individually, and the dosage was 
varied to meet individual needs. To make 
this feasible, the patients were not all started 
on the drug at the same time, but small 
groups were started at intervals of a few 
days. 

Gradually, in prescribing for each indi- 
vidual patient, one of us (J.B.) evolved a 
general dosage plan which could be modified 
to meet individual requirements. Previous 
studies(3) had determined that reserpine 
taken orally did not produce much thera- 
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peutic effect until after 10 to 14 days of 
medication. Using this information, in addi- 
tion to the experience with the individual 
patient in the present study, the following 
dosage schedule was finally established : 

When starting therapy the patient received 
5 mg. reserpine intramuscularly and 3 mg. 
orally each morning for 10 days. If by this 
time the patient was showing a beneficial re- 
sponse (not merely sedation), the oral dose 
was continued, but the intramuscular dose 
was given every other day for 3 doses. Then, 
if her condition still showed evidence of im- 
provement, the intramuscular dose was given 
every fourth day for 2 doses, but the daily 
cral dose continued. Finally, if the patient’s 
mental state remained favorable, although 
the daily oral dose of 3 mg. was continued, 
the intramuscular dose was omitted as a 
regular medication, and was given only as 
a booster dose at times when the patient be- 
came very disturbed. 

If, after the first 10 days of daily dosages 
of 3 mg. orally and 5 mg. intramuscularly, 
the patient did not show a beneficial re- 
sponse, this treatment was continued for 6 
more days. If there was still no improve- 
ment, the oral dose was maintained, but the 
intramuscular dose was increased to 10 mg. 
and 5 mg. on alternate days. This regimen 
was carried on for 8 days. If still no im- 
provement, the daily oral dose of 3 mg. was 
continued, but the intramuscular dose was 
raised to 10 mg. daily for 5 doses. If at the 
end of this time no improvement was evi- 
dent in the mental state of the patient, the 
intramuscular dose was reduced to 5 mg. 
daily for 3 doses and then eliminated com- 
pletely; the daily oral dose of 3 mg. was 
continued. 

An oral dose of 3 mg. was the optimal 
maintenance dose in most of the patients. 
However, because of side reactions, the 
maintenance dose had to be reduced to 2 mg. 
in 6 cases, and to 1 mg. in 2 others. 

If the patient showed no improvement at 
any time during the first 6 weeks, it was use- 
less to continue therapy. Sometimes a valu- 
able clue as to whether she would respond 
to therapy could be gained in the early days 
of treatment, when for a brief period—per- 
haps only a day—the patient would suddenly 
shed her symptoms and seem to emerge out 


of her psychosis. This occurrence indicated 
that the patient would eventually respond to 
treatment, even though perhaps not for 
many weeks, 

If after completing the course of intra- 
muscular injections, the patient showed only 
a slight beneficial response, it was useless 
to continue them. It was more advantageous 
to keep the patient on the oral dose for 2 to 
3 weeks and then repeat the course of intra- 
muscular injections. 

All patients were started on reserpine at 
a time when they were disturbed. If they had 
previously benefited from insulin coma or 
electroconvulsive therapy, they were given 
reserpine only after they had shown definite 
evidence of relapse. The maintenance electro- 
convulsive therapy was discontinued, and the 
patients were allowed to become disturbed 
again before instituting reserpine therapy. 
While receiving reserpine they were given no 
other somatic therapy and no other sedative 
drug, with the exception of anticonvulsant 
medication in a few epileptic patients. The 
subjects were scattered throughout the ro 
wards of the hospital building ; and, except 
for the reserpine therapy, they were not 
treated differently from the other patients. 
In order to gauge the effects of the medica- 
tion the physician in charge (J.B.) saw the 
patients daily for the first few weeks and as 
frequently as possible thereafter. Evalua- 
tion of the patient’s mental state after reser- 
pine therapy was made by the physician, the 
supervising nurse and the nurse or attendant 
in charge of the ward. 

Experience showed that a minimal course 
of therapy consisted of at least 3 consecutive 
months. A shorter term seriously lessened 
the chances of satisfactory results and in- 
creased the possibility of relapse. All our 
patients received reserpine from 3 to 6 
months, with the following exceptions: I pa- 
tient died suddenly after 1 month of ther- 
apy; in 7 cases treatment was discontinued 
after 2 months, as there was no evidence of 
improvement. 


RESULTS 


Results are summarized in the accompany- 
ing tables. The categories of improvement are 
defined as follows: (1) “markedly im- 
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proved”—patient’s mental state and behavior 
have improved to such an extent that with 
normal supervision she would be able to ad- 
just adequately outside of a _ hospital; 
(2) “moderately improved”—although not 
well enough to live outside of a hospital, be- 
havior has so far improved that the patient 
is now usually cooperative and is adjusting 
fairly well to the hospital environment; 
(3) “slightly improved”—the patient is a 
little less disturbed and a little easier to man- 
age, but still manifests excited, combative or 
destructive behavior. 

Table 1 is an analysis of improvement in 
the 150 patients according to diagnosis. 
Table 2, which analyzes improvement by 


age groups, indicates that age seems not to 
exert an appreciable effect on the likelihood 
of improvement. From table 3, an analysis 
of improvement in accordance with duration 
of the present hospitalization, it is evident 
that the longer a patient has remained in the 
hospital the less her chances of achieving a 
marked or moderate improvement. Table 4, 
an analysis of the improvement in accordance 
with duration of illness as measured from the 
first hospitalization, confirms the findings of 
Table 3 that the longer a patient has been ill, 
the less likelihood of showing much response 
to therapy. Table 5 is an analysis of the im- 
provement of the 129 patients who had pre- 
viously received electroconvulsive treatments. 


TABLE 1 


IMPROVEMENT witH Reserpine IN Respect To DIAGNOSIS 


improv 
Diagnosis No % 
Dementia praecox, paranoid.... 4 (13.8) 
Dementia praecox, catatonic.... 17 (25.0) 
Dementia praecox, hebephrenic. 1 (5.3) 
Dementia praecox, mixed (40.0) 


Dementia praecox (total)... 26 (20.6) 
Manic depressive, mixed (33.3) 
Involutional psychosis, melan- 

cholia 1 
Involutional psychosis, paranoid. 
Psychosis with mental deficiency. 3 
Psychosis with cerebral arterio- 

sclerosis 


Psychosis with cardiorenal dis- 


(33-3) 
(50.0) 


clouded states 
Epileptic psychosis, deterioration. 
Alcoholic psychosis, Korsakoff's. 
Primary behavior disorders, simple 

adult maladjustment 


(21.3) 


Moderately 
improved 


4 (100) 


1 (33.3) 


59 (39.3) 


Slightly 
improved 


Number 


No improve- 
—~ of cases 


ment 
% % 
(41.4) (34.5) (10.3) 
(39.7) (19.1) (16.2) 
(42.1) (31.6) (21.1) 
(40.0) (10.0) (10.0) 
(23.8) (15.1) 
(33.3) 


(40.5) 
(33-3) 


(33-3) - 


(33.3) 


3 (50.0) 
1 (100) 


(67.7) 


(100) 


1 (100) 


(100) 


(23.3) 


TABLE 2 


IMPROVEMENT WITH RESERPINE IN Respect To AGE 


| 


Moderately 
improved 


No 
men 

% No. % No 
(25.0) (25.0) 
(32.4) (32.4) 5 (14.7) 
(41.2) (176) 12 (23.5) 
(44.7) (21.1) 5 (13.2) 
(50.0) (33.3) 
(28.6) (14.3) 2 (28.6) 


Slightly 
improved 


2 |_| 
4q 
i 
No. 
12 29 
27 68 
8 19 
os 4 10 
5! 126 
1 3 
4 
I 
as Epileptic psychosis, epileptic 
- 1 
I 
I 
of cases 
eee Age No % No. 
17 38 
150 
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The analysis is a study of the patient’s mental 
state while on reserpine as compared with 
that after completing a course of electrocon- 
vulsive treatments, or while receiving mainte- 
nance ECT. In 92%, the degree of improve- 
ment from reserpine was as great as, or 
greater than, that achieved by ECT. In only 
8% therefore did the patient not show as 
much improvement from reserpine as from 
shock therapy. It should be noted that in 


TABLE 3 


IMPROVEMENT IN Respect TO DuraTION oF PreseENtT HOSPITALIZATION 


this 8% improvement was not maintained 
for very long after shock treatments were 
discontinued. 

Of the 11 patients who had previously re- 
ceived some form of psychosurgery, there 
were 2 transorbital lobotomies, 3 topectomies, 
and 6 prefrontal lobotomies. Their response 
to reserpine was as follows: markedly im- 
proved, none; moderately improved, 3; 
slightly improved, 4; no improvement, 4. 


Marked! Moderately Slightly Noimprove- Number 
improv improved improved ment of cases 
hospitalization No. % No. q No. % No. % 
14 (37.8) 12 (32.4) 9 (243) 2 37 
(17.2) 14 (48.3) 4 (13.8) 6 (20.7) 29 
More than § years. .........+0+ 4 (5.6) 32 (45.1) 21 (29.6) 14 (19.7) 71 


TABLE 4 


IMPROVEMENT IN Respect TO DurRATION oF ILLNESS AS MEASURED FROM TIME oF First HospiTaLizATION 


150 


Markedly Moderately Slightly No improve- 

improved improved improved ment 
Duration of illness from first Number 

hospitalization No % No. % No. % No. % of cases 

7 (46.7) 4 (26.7) 3 (20.0) 1 (6.7) 15 
8 (36.4) 10 (45.5) 2 (9.1) 2 (9.1) 22 
9 (15.2) 24 (40.7) 1§ (25.4) (18.6) 59 
More than 10 years............- 8 (14.8) 21 (38.9) 15 (27.8) 10 (18.5) 54 


TABLE 5 


Response To Reserpine AS CompaArep witH ELecrrosHock THERAPY 


150 


Markedly Moderately Slightly No improve- 
improved improved improved ment 
Diagnosis ‘BS* sst wWst ‘BS SS WS ‘BS SS WS BS SS WS 

I I 5 — 2 I 
7 — 23 I 1 8 3 I 8 3 
Manic depressive, mixed........ — — — I — 
Involutional psychosis, melan- 


1 
Involutional psychosis, paranoid. — 


Psychosis with mental deficiency. 2 — — _ 


Psychosis with cerebral arterio- 


31 


* BS (Better than shock) 70%. 
SS (Same as shock 2 
WS (Worse than a. 


4 


| 
Psychosis with cardiorenal dis- 4 
Epileptic psychosis, epileptic 4 
clouded states = — --- --- 
4 
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Obviously, improvement in this group was 
not as great as in the others. However, 
since all these patients had been mentally 
ill for many years, this factor rather than 
the psychosurgery, may have been the de- 
termining element in their failure to respond 
to reserpine. 

Several patients who showed no response 
to reserpine alone were started on a course of 
reserpine combined with a daily oral dose of 
25-100 mg. chlorpromazine,* which seemed 
to potentiate the effects of reserpine. Early 
results are very encouraging. However, this 
will be the subject of a future paper. 


CLINICAL COURSE 


One of us (J.B.) distinguished 3 stages 
in the patient’s course of therapy: the seda- 
tive period, the turbulent period, and the 
integrative period. 

Very soon after the first injection of 
reserpine an effect was seen—usually a 
marked flushing of the face. As a rule, this 
flushing became less intense with each sub- 
sequent injection, finally disappearing en- 
tirely after the third or fourth dose. Dur- 
ing the first few days of therapy the drug 
usually produced a sedative effect; the pa- 
tient became quieter and less disturbed and 
appetite improved, At times a dramatic 
change was observed after only 1 or 2 injec- 
tions. Several patients who had been re- 
sistive, overactive, excited and incoherent 
became pleasant, cooperative, and in good 
contact within 24 hours. This dramatic 
change, however, usually did not persist. 
This initial phase of therapy, generally last- 
ing from 3 to 10 days, was called the seda- 
tive period. 

Starting in the first or second day of 
treatment the patient often experienced a 
generalized tremulousness, which frequently 
grew worse during 10 to 14 days. The pa- 
tient would commonly have increased saliva- 
tion. She might aiso complain of dizziness, 
or of feeling strange and not like herself, 
that at times she had no control over her 
impulses. Several patients stated that they 
did not know whether they were going to 
scream or throw themselves to the floor. Not 


* Supplied by Smith, Kline and French under the 
name of Thorazine. 


infrequently a patient would suddenly stretch 
out on the floor, regardless of where she 
was. A few patients would not remain in 
their beds at bedtime, preferring to lie on 
the floor beside their beds. During this period 
the patient often became very frightened at 
what was happening and would need reassur- 
ance that these sensations would gradually 
disappear. During this period too, the patient 
frequently became disturbed, and delusions 
and hallucinations became more marked. 
Some, who had been exerting considerable 
control prior to therapy, seemed to “break 
wide open,” expressing delusions and hallu- 
cinations, many of which had not been mani- 
fest previously. It is important that therapy 
not be slackened at this time, despite the ap- 
parent worsening of the patient’s mental 
state. Medication should not be reduced 
until the patient has been able to get “over 
the hump.” Duration of this turbulent 
period varied from a day to 2 or 3 weeks. 

Frequently in the second or third week 
the patient began to show improvement. 
The tremulousness, the dizziness, the feeling 
of strangeness subsided considerably. She 
became quieter, more cooperative, more 
friendly, more interested in the environment, 
and not so expressive of delusions or hallu- 
cinations. It was at this time that the intra- 
muscular injections of reserpine were grad- 
ually decreased. In those cases responding 
favorably, improvement continued from this 
point on, with only occasional brief disturbed 
periods. Gradually, the delusions and hal- 
lucinations became less evident, and there 
was an effort to rationalize the delusions that 
were expressed. Later it became very diffi- 
cult to elicit the delusions, and still later, in 
the most favorable cases, they seemed to dis- 
appear. This third phase, the integrative pe- 
riod, lasted 2 to 5 or more months, until 
medication was discontinued because of the 
patient’s satisfactory response. 

Although most of the patients who 
responded favorably passed successfully 
through all 3 stages, some passed from the 
sedative to the integrative period with only 
little evidence of a turbulent period. Un- 
fortunately many patients seemed never to 
progress beyond the sedative period, or, if 
they did pass into the turbulent period, were 
never able to attain the integrative phase, 
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and would return to the sedative stage. In 
these cases, therefore, the maximum thera- 
peutic effect was one of sedation. A few 
patients seemed to remain fixed in the turbu- 
lent period. For them therapy was obviously 
of no value and had to be discontinued. 


SIDE REACTIONS 


As mentioned above, generalized tremu- 
lousness, increased salivation, and dizziness 
were frequent manifestations during the first 
2 weeks of therapy. Another frequent early 
complaint was diarrhea with or without ab- 
dominal cramps. A few complained of pins- 
and-needles sensations in all the extremities. 
These early complaints usually disappeared 
spontaneously within 2 weeks without the 
necessity of decreasing the dosage of reser- 
pine. If the symptoms were very trouble- 
some the patient was given Antrenyl,’ an 
anticholinergic substance, 4 times a day; in 
some this produced moderate relief of symp- 
toms. Only if insufficient relief was obtained 
from Antrenyl, and the symptoms were very 
severe, or if they persisted beyond 2 weeks, 
was this considered an indication to decrease 
the dosage of reserpine. 

Another frequent early complaint which 
usually lasted only 2 or 3 weeks was nasal 
stuffiness. This was treated symptomatically 
with neosynephrine or ephedrine nose drops. 
Several patients during the early weeks of 
therapy developed edema of the face and/or 
feet and ankles. This disappeared without 
the need to reduce the dosage of the drug. 

As has been described, drowsiness and a 
sense of fatigue were frequent findings in 
the early sedative stage. This was not an 
indication to reduce the dosage unless the 
symptoms were very marked or persisted 
beyond the first 3 weeks of therapy. 

Increased appetite and gain in weight 
were common early in therapy. If, however, 
after an early increase, appetite later fell 
off considerably and became poor, this was 
usually a sign of overdosage of reserpine. 

Eight patients developed a typical picture 
of Parkinsonism; 3 developed the signs 
after 2 weeks; 3 after 4 weeks, and 2 after 
3 months. All were receiving intramuscular 
injections of reserpine, and 5 had been re- 


Ciba. 


ceiving 10 mg. doses for several days. The 
patients showed a mask-like facies (this had 
to be distinguished from the drowsy, lethar- 
gic facies due to the sedative effect of the 
drug ), excessive salivation, drooling, rigidity 
with cog-wheel phenomena, a_pill-rolling 
tremor, and a slow, shuffling gait with small 
steps and loss of associated movements. 
Rigidity was usually more marked than 
tremor. This Parkinsonian picture disap- 
peared merely by reducing the dosage of 
reserpine. In one patient, the symptoms 
were made to disappear, then reappear, and 
again disappear, by changing the dosage. 
The development of Parkinsonism was a 
positive indication of overdosage. 

Three patients had grand mal seizures 
for the first time during their first 6 weeks 
of reserpine therapy. Electroencephalo- 
grams were taken on 2 of them several weeks 
later. One revealed the following: domi- 
nant alpha activity of 7-8 cps. with higher 
amplitude anteriorly than posteriorly ; pos- 
teriorly 12-15 cps. activity of low amplitude ; 
hyperventilation produced little change ; im- 
pression was of a diffusely abnormal EEG 
without bursts. The other EEG was as fol- 
lows: alpha activity, about 10 cps., best seen 
posteriorly ; bursts of 4 cps. waves of rela- 
tively high amplitude lasting over a second, 
these bursts becoming longer in duration and 
of higher amplitude on hyperventilation ; im- 
pression was one of an abnormal EEG con- 
sistent with and suggestive of a convulsive 
disorder. Two patients who had received 
topectomies in 1950, and who had experi- 
enced no convulsive seizures since then, had 
two grand mal seizures in the first month of 
reserpine therapy. The EEG of one of them 
was within normal limits ; whereas, the other 
revealed the following: alpha activity about 
10 cps.; I or 2 small bursts of 4-7 cps. last- 
ing a second or more ; tracing was irregular ; 
hyperventilation produced no_ significant 
alteration; impression was suggestive of a 
convulsive disorder. One patient who had 
had a prefrontal lobotomy in 1949, and who 
in the past year averaged 2 convulsive sei- 
zures a month, had 5 grand mal seizures in 
the first month of therapy. One patient with 
idiopathic epilepsy who during the previous 
year had no more than 1 grand mal and 2 petit 
mal seizures a month, had 2 grand mal and 
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3 petit mal seizures during the first month 
of therapy. Another, who in June 1953 had 
developed her first spontaneous convulsive 
seizures while receiving a course of ECT, 
and who since then had no more than 1 
grand mal or 1 petit mal seizure a month, 
had 4 grand mal seizures during her first 
month of reserpine therapy. It is important 
to note that this increased incidence of con- 
vulsive seizures did not occur beyond the 
first 6 weeks, even though the drug was con- 
tinued. Another observation was that the 
psychotic symptoms and disturbed behavior 
of the epileptic patients were very resistant 
to the beneficial effect of reserpine. It is an 
open question whether the drug has con- 
vulsant properties when used in large doses. 
Since any disruption of homeostasis can pre- 
cipitate a convulsion in susceptible indi- 
viduals, it may be this rather than any spe- 
cific convulsant properties in the drug that 
brought on the seizures. 

We observed that in some patients a sign 
of reserpine toxicity was the development 
of an organic type of mental confusion. Un- 
less the physician is careful in his examina- 
tion of the patient, he can mistake this for 
an aggravation of the schizophrenic symp- 
toms, and thus be inclined to continue the 
reserpine dosage or even increase it. We 
found that if the dosage was decreased, the 
organic type of mental confusion disap- 
peared. 

Three deaths occurred during the 6 months 
of this study. 


A schizophrenic, with a previous record of over 
400 shock treatments, had shown moderate improve- 
ment on reserpine at the end of 3 months. Her 
periods of agitated depression disappeared, but she 
was one of the group that failed to maintain im- 
provement when a placebo was substituted for the 
drug. She was then started on a second course of 
treatment. However, on the fifth day, before an 
appreciable effect was attained, she committed sui- 
cide by strangulation, Another, 43 years of age and 
apparently in good physical condition, had been on 
reserpine for 1 month, was responding with moderate 
improvement, and was receiving a maintenance 
dose of 3 mg. reserpine orally. She was found dead 
in bed one morning. Autopsy permission could not 
be obtained. A 27-year-old patient, who had previ- 
ously shown no evidence of diabetes, although there 
was a family history of this disease, rapidly lapsed 
into diabetic coma, and, despite treatment for the 
diabetes, died 48 hours later. She had received 
reserpine for 3 months, was showing moderate im- 


provement, and was on a maintenance dose of 3 mg. 
orally. 


Because of this latter case, and the possi- 
bility that reserpine might have activated a 
latent diabetes, thereafter the urine of all 
patients receiving reserpine was examined 
every month. No further cases of diabetes 
were found. We believe, therefore, that 
these deaths were not due to reserpine. 

The side reactions observed can be sum- 
marized as follows: 

1. Side reactions occurring early in therapy 
and usually disappearing spontaneously with- 
out reduction of dosage: generalized tremu- 
lousness, increased salivation, dizziness, con- 
vulsive seizures, drowsiness, sense of fatigue, 
abdominal cramps, diarrhea, nasal stuffiness, 
edema of face and feet, pins-and-needles 
sensations in the extremities. 

2. Side reactions occurring a little later 
and requiring reduction of dosage: anorexia 
following an earlier increase in appetite ; an 
organic type of mental confusion; the de- 
velopment of a classical Parkinsonian syn- 
drome. With reduction of dosage these 


symptoms disappear. 


Discussion 


Bein(4) and Bein, Gross, Tripod, and 
Meir(5) concluded that reserpine acts di- 
rectly on central autonomic substrates, pos- 
sibly in the hypothalamus. Hess(6) showed 
that stimulation of certain nuclei in the 
supraoptic area of the hypothalamus of the 
cat produced a peculiar state of quiescence 
or sleep, associated with miosis, lowering of 
body temperature, fall of blood pressure, 
bradycardia, increased intestinal activity, and 
slowing of respiration. Based on their ex- 
perimental evidence, Bein and his cowork- 
ers(5) concluded that rather than a stimu- 
lation of these parasympathetic centers, 
reserpine caused a depression of the cor- 
responding central sympathetic functions.* 

The development of Parkinsonism while 
the patient is on reserpine, and the disap- 
pearance of the syndrome upon reducing the 
dosage of the drug, raise many questions as 


® Schneider and Earl in a recent paper have also 
investigated the mode of action of reserpine (Neu- 
rology, 4: 9, 1954). 
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yet unanswered, regarding the locus operandi 
of reserpine as well as its modus operandi. 

Further studies on the relationship be- 
tween reserpine and Parkinsonism are under 
way. 

As it is important to know whether the 
beneficial psychiatric effects of reserpine are 
just temporary and last only as long as the 
drug is administered, 31 patients, who had 
shown marked or moderate improvement 
while on reserpine, were taken off the drug 
without their knowledge and given placebo 
tablets of the same color and size as reserpine. 
Two patients, after being without the drug 
for one week, showed evidence of relapsing ; 
2 relapsed after 3 weeks, another after 4 
weeks, another after 5 weeks, another after 
6 weeks, and 2 after 7 weeks. The remain- 
ing 22 (71%) have not relapsed, although 
they have been off reserpine for as long as 
3 months. Those who relapsed were treated 
again and brought back to their former state 
of improvement. Even with those who re- 
lapsed after a week, it was necessary to start 
afresh with another complete course of 
therapy. 

There is also evidence to indicate that 
after 2 or more months, when a patient has 
stabilized at a level of improvement, it is 
sometimes possible to raise the degree of 
improvement by repeating the course of 
intramuscular injections of reserpine. 

The value of reserpine in the treatment 
of chronically disturbed patients can be seen 
in the fact that since treating with reserpine 
in this building of 740 patients, electrocon- 
vulsive treatments have been reduced to 2 or 
3 a week; whereas, previously, about 150 
were given weekly. 


CONCLUSIONS 


1. Reserpine is definitely of value in the 
treatment of chronically disturbed psychotic 
patients. Twenty-one percent of a group of 


150 such patients have improved sufficiently 
to leave the hospital. Eighty-four percent 
showed some degree of improvement and 
70% did better on reserpine than on electro- 
shock. 

2. Long duration of hospitalization was 
an unfavorable factor, although 4 (5.6% ) of 
those who had been continuously hospitalized 
for more than § years improved sufficiently 
to go home, and 80% showed some improve- 
ment. 

3. Although certain toxic effects (includ- 
ing Parkinsonism and convulsions) have 
been observed, none was permanent; all of 
them disappeared when the dosage of 
reserpine was reduced. 

4. There is evidence that in some patients 
the therapeutic effect of reserpine lasts only 
as long as the drug is being administered. 
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ADDENDUM 


Subsequent to the acceptance of this paper for 
publication there has appeared an article by Noce, 
R., Williams, D., and Rappaport, W., entitled 
“Reserpine (Serpasil) in the Management of the 
Mentally Ill and Mentally Retarded. Preliminary 
Report” (J.A.M.A., 156: 821, Oct. 30, 1954). 
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PSYCHOANALYSIS IN WESTERN CULTURE'* 
FRANZ ALEXANDER, M.D., Stanrorp, Cauir. 


After about 300 years of extroverted in- 
terest in the surrounding world, Western 
man has arrived at the phase of self-scrutiny. 
Following his spiritual awakening in the 
Renissance he began to explore the globe, 
then the solar system, and the human body. 
Man’s place in the animal kingdom was 
recognized as late as the middle of the nine- 
teenth century. Around the same time in- 
creasing interest in understanding society 
signaled a gradual shift of scientific curiosity 
from the cosmos to man himself. The last 
step in this turning toward the self was 
Freud’s theory of the human personality. 

Once before in the history of thought a 
similar sequence of shifting interests took 
place. In ancient Greece a long period of 
cosmological speculation was followed by an 
increasing interest in psychology, ethics, and 
politics. It appears that this withdrawal of 
interest to the self signalizes a critical point 
in cultural development. It occurs when the 
traditional social mechanism no longer func- 
tions smoothly because of rapid changes in 
the social structure and when the first signs 
of decline appear. Socrates, Plato, and Aris- 
totle came on the scene when Athenian 
democracy began to show the first signs of 
crisis. In our present era, too, interest in 
psychology, skepticism in absoiute truths and 
epistemological relativism are in the process 
of replacing the naive and carefree preoccu- 
pation with the world around us, coinciding 
with the crisis of our free societies. 

This historical coincidence of social crisis 
with awakening interest in the self is not 
surprising to the psychoanalyst. A person 
becomes aware of himself when the auto- 
matic gratification of his subjective needs is 
interfered with. Self-awareness is a result 
of the interruption of automatic gratifica- 
tions which do not require any cognitive ef- 
fort. Consciousness is neither unmixed 
pleasure nor a futile luxury of nature. It is 


1 This and the following 3 papers were read as part 
of a symposium entitled, “The Credo of Psycho- 
analyst” in the Section on Psychoanalysis at the 
111th annual meeting of The American Psychiatric 
Association, Atlantic City, N. J., May 9-13, 1955. 
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the result of frustration which mobilizes 
those complex processes we call thinking. 
The function of the ego is to gratify sub- 
jective needs which are not gratified auto- 
matically but require specific adaptive re- 
sponses. So long as previously acquired and 
stabilized automatic patterns work well we 
do not need to take cognizance of our internal 
processes. 

A burst of interest in social theory ac- 
companied the industrial revolution. It in- 
fluenced the ideas of Malthus, Adam Smith, 
Bentham, Ricardo, Marx, and others. As a 
final response to the rapidly changing society, 
psychoanalysis appears as a self-protective 
measure of man when his reliance on auto- 
matic, traditional behavior patterns fails him. 
To paraphrase Freud, where superego was, 
now conscious ego ideals must be. Self- 
knowledge becomes imperative and the bliss 
of self-forgetful curiosity in the surrounding 
world belongs to the past. 

Another response to stress caused by the 
changing social scene—in a sense an opposite 
response—is a trend away from individual 
freedom to what Toynbee calls the universal 
state, toward increased central planning and 
control, toward the type of social system 
which relieves the citizen from the increas- 
ingly difficult free choice, takes care of him 
but at the same time prescribes his activities, 
his social functioning, and even his thoughts. 
Whether this is an unavoidable phase of 
cultural development, as Toynbee assumes, is 
an open question. Whether or not free so- 
cieties can remain free and can solve the 
problems which they themselves have created 
by rapid change, rendering individual choice 
more and more unreliable, no one can tell. 
The dilemma in which contemporary man of 
the West finds himself, however, is unmistak- 
able. Free societies recognize and favor in- 
dividual differences. These are considered 
the sources of all progress. The center of 
gravity in free societies is the individual 
person. Society’s function is to give maxi- 
muin opportunity for self-expression and at 
the same time guard the members of society 
from infringing on one another’s interest by 
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insisting that everyone keep the accepted 
rules of the game. This type of system under 
favorable conditions, such as during the last 
300 years of Western culture, through en- 
couraging individual expression in the sci- 
ences, arts, and technology, can be highly 
productive. At the same time, because it 
accelerates social change and as a result com- 
plicates the problems of individual adjust- 
ments, it creates insecurity. Self-regulating 
mechanisms, such as the supply and demand 
principle in economics, no longer function 
smoothly, and the urge for central planning 
appears. Traditional value systems lose their 
categorical force and this throws individuals 
back to their own choices. The results in a 
flight from free choice and enterprise toward 
the security of steady jobs, preferably in 
large, depression-proof companies, or in state 
employment. 

Social behavior of man is always governed 
by two trends, one toward stability and secur- 
ity; the other toward adventure, exploration 
of the unknown, and creation. The trend 
toward security is the manifestation of self- 
preservation which we define today more pre- 
cisely as the homeostatic principle. It is ex- 
pressed in man’s striving to secure the basic 
necessities for survival with a minimum 
amount of expenditure. The trend toward 
new ventures into the unknown is the mani- 
festation of an equally basic biological princi- 
ple, that of growth and propagation. Neither 
of these two trends is more fundamental than 
the other. They constitute life. Growth and 
propagation result from that surplus which 
remains over and above what is needed to 
survive. Whatever is left over from that 
amount which is needed for maintaining the 
homeostatic equilibrium is retained in the 
form of growth. Growth, however, has its 
limitations when maturity is reached. After 
maturity the surplus is expended in the form 
of creativity—both biological and social. A 
great deal of this surplus is discharged play- 
fully or for the sake of meeting the chal- 
lenges of obstacles in adventurous pursuits. 
Both motives, the quest for security and the 
lust for adventure and mastery, are always 
present in the social aspirations of man, al- 
though they do not always have the same 
distribution. In certain historical periods, 
like the Middle Ages, the security motive 


dominated. Other periods are characterized 
by an experimental spirit. American democ- 
racy, particularly during the pioneer era, is 
one of the most dramatic examples of a 
rapidly changing free society driven by the 
spirit of mastery of challenges. It is an ex- 
treme case of a dynamic free society whose 
spiritual origins go back to the Renaissance. 

In the last 20 years we witness a reversal 
of this trend in this country, a reversal which 
was preceded by several years in Europe. 
Public opinion pools have shown that the 
overwhelming majority of American youth 
prefer jobs which pay low income but offer 
continuity, and only a very small percentage 
still prefer to take the risk of depending upon 
personal ability to make a great success or 
lose everything. A number of contemporary 
sociologists, anthropologists, and psychia- 
trists have not only recognized this profound 
personality change in our present generation 
but given some indications of its deeper psy- 
chodynamic background. 

Margaret Mead(1) impressively describes 
the difficulties which the present American 
youth has to face to find his own formula of 
life. The young man or woman cannot learn 
from their parents because from generation 
to generation the patterns of behavior change 
to fit the ever changing conditions. They 
must learn from each other and in groping 
experimentation find their own organiza- 
tional principles of behavior. 

Erik Erikson(2) came to similar conclu- 
sions in describing the difficulties of con- 
temporary youth in finding what he calls their 
ego identity. 

David Riesman(3) refers to the same 
transition when he speaks of a change from 
the “inner-directed” personality structure of 
the past to the “other-directed” personality 
of the present. 

A closer scrutiny reveals that the difficul- 
ties of social adaptation which these authors 
describe in different terms are the same ones 
to which psychoanalysts attribute etiological 
importance in neuroses. Neurosis is a condi- 
tion in which the ego fails in its task to har- 
monize subjective needs with one another 
and with the internal standards of the per- 
sonality which are the imprints of the pre- 
vailing social value system. Neurosis indeed 
is the characteristic disturbance of our age, 
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just as infections and plagues were in past 
periods when people began to congregate in 
large cities before they knew how to master 
the biological hazards of such close coexist- 
ence. Psychoanalysis fulfills the same func- 
tion today that bacteriology did in the past. 
It helps to replace traditionally sanctioned 
patterns with ad hoc adaptive responses. 

From this perspective psychoanalysis ap- 
pears as a self-curative reaction of Western 
society to the immense complexities of ad- 
justment. Psychoanalytic treatment aims to 
replace the individual's automatic, traditional 
internalized patterns with the ability to find 
his own formula of life based upon a fuller 
understanding of himself. 

One of the conventional arguments against 
psychoanalysis has been that analysts con- 
sider it their task to help the patient adjust 
himself to the environment no matter what 
this environment may be. According to this 
argument psychoanalysis is a conserving fac- 
tor opposing change. This argument col- 
lapses if one considers that the basic feature 
of our heterogeneous Western culture is 
giving opportunity to the individual to change 
his own environment by actively participating 
in the social process. Moreover, it is a culture 
characterized by “social mobility.” In fact, 
psychoanalytic treatment often results in 
helping a patient to choose an environment 
more suited to him than the one in which he 
developed his neurotic difficulties. As a result 
of treatment he may change his occupation, 
his human contacts, he may divorce his 
spouse and he may even emigrate into an- 
other country with a different ideology. 

Suppose psychoanalysis would have existed 
in the days of the Pilgrims. If applied suc- 
cessfully to the protestors, it would have 
helped them to accept the conditions under 
which they lived, and the great experiment, 
“The American Dream,” would not have 
come about. 

Considerations of this kind may suffice to 
illustrate the complexity and the ambiguity 
of the concept of mental health. The thesis 
that psychoanalysis is a method which helps 
the individual accept his environment is more 
than an oversimplification. It is erroneous 
because it neglects one fundamental aspect of 
psychoanalytic treatment. Psychoanalysis 
aims at something more than merely helping 


the patient adjust himself to the social system 
in which he lives. Psychoanalysis is a true 
product of that phase of Western civilization 
which had deep respect for individual differ- 
ences that people actually have in our com- 
plex free societies. It aids a person in the 
integrative task in which he failed : to recon- 
cile his own basic personality with his en- 
vironment without sacrificing that intangible 
something which makes him a person differ- 
ent from all others. Psychoanalysis is the 
most individual type of treatment which 
medical science has ever produced. Each case 
is a unique problem. What the therapist is 
primarily interested in is not the nosological 
classification of a person, not in what way he 
is similar to others but in what way he differs 
from them, Every person has his own po- 
tential formula of adjustment. Psychoanaly- 
sis aims at an adjustment which takes cogni- 
zance not only of a given social environment 
but also of the uniqueness of every person. 
From this perspective psychoanalysis gives 
reality to the expression “the respect for the 
dignity of the individual,” a term which is 
often used in a vague and well-nigh meaning- 
less fashion. This respect for individual 
difference explains why psychoanalysis is un- 
thinkable and is therefore prohibited in totali- 
tarian societies, The psychotherapist who 
sees the salvation of the patient in recreating 
him according to his own image, even if such 
a thing were possible, certainly does not prac- 
tice anything which is even similar to psycho- 
analysis. 

Both analyst and patient belong to the 
same culture, which believes in and values in- 
dividual differences. This belief translated 
into therapeutic practice means that patient 
and therapist are allied in a joint venture to 
find a solution for the patient which might 
be similar to solutions of many others but 
still is designed to emancipate his unique po- 
tentialities. Environment is not considered 
immutable in all its aspects but as something 
which itself can be changed. A nonconform- 
ist solution might be the best therapeutic re- 
sult for a given person. Neurosis and non- 
conformism are not identical. Neurosis is a 
self-crippling, ineffectual way of expressing 
and trying to realize the highly individual 
aspirations of a person. 

If psychoanalysis were a procedure which 
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merely helps a person to adjust himself to 
existing conditions, it would be most desir- 
able and favored in totalitarian societies. 
That the opposite is true shows that the 
policy makers know intuitively that its under- 
lying philosophy by no means promotes con- 
formism. Stated in a somewhat oversimpli- 
fied form, psychoanalysis tries to help a 
person to remain an individual in a complex 
society and to express his individual inclina- 
tions on a realistic and socially constructive 
level by becoming a dynamic actor in the 
social process, by creative participation in it. 

In distinction from the rest of the animal 
kingdom, man creates his own environment.” 
In this light psychoanalysis and the social 
sciences, better understanding of himself 
and of the social process appear as possibly 
the last efforts of Western man to save his 
individuality from yielding to growing in- 
security which drives him toward the uni- 
versal state. If this effort fails, the only 
remedy left is a social system in which indi- 
vidual choice is reduced and responsibility 
for biological and spiritual survival is trans- 
ferred from the individual to the community. 
No one can predict the outcome of this race 
between the increasing trend toward the 
universal state and the valiant effort of the 
social and psychological sciences to help man 
remain master of his fate. 

The proponents of the universal state 
argue that a highly differentiated industrial 
society does not necessarily increase insecu- 
rity. They like to adduce the biological organ- 
ism, as an examp!e of a highly differentiated 
system in which the cells have no doubts or 
uncertainties about their functions or their 
survival so long as the total organism func- 
tions properly. The cells’ biological role is 
restricted to a particular function and their 
supply of energy and working conditions are 
secured by automatic regulatory processes. 
The only organ whch has to worry is the 
highest coordinating center of the organism. 
Theoreticians who play with these analogies 
conclude that in the universal state the central 
government in a similar fashion takes over all 
the chores and problems of human society. 


2 Nests of birds and spider webs can hardly be 
compared with the creation of cultural environment. 
These are strictly predetermined, inherited per- 
formances. 


The rest of the people do not have to worry 
about anything but to perform their special- 
ized and prescribed functions. 

If this analogy were correct, the inevitable 
conclusion is that our present insecurity 
stems from the fact that we are victims of a 
cultural lag, still living in the past, adhering 
to what Mannheim(4) called the “liberal- 
democratic, bourgeois ideology,” worshipping 
the false gods of individualism introduced in- 
to Western history in the Northern Italian 
cities in the early Renaissance. It was then 
perpetuated and further developed in the hero 
worship of the explorer, the scientific dis- 
coverer, the artist, the protestant who makes 
man the ultimate arbiter of his values ; in the 
adoration of the laissez faire free trader and 
the creative but often unscrupulous en- 
trepreneur. Their argument continues as fol- 
lows: All these basically narcissistic but ad- 
mittedly imaginative and gifted individuals 
were useful in their own times. They may 
have helped us to explore our habitat, to 
master time and space. They are certainly 
responsible for the tremendous rapidity of 
social change. They outlived their usefulness. 
In their creative or predatory fervor they 
built up such a thoroughly novel cultural en- 
vironment that our present task in the West 
consists in bringing order into the chaos 
created by this unregimented if imaginative 
flight of ideas. Not only is self-expression 
for its own sake outdated but at present it 
is disruptive, dangerous, contributing to fur- 
ther chaos, The social tasks of our culture 
have changed. They consist in consolidation 
and in the rational use of the achievements of 
the creative genius of our forefathers. This 
is the next logical and inevitable step in social 
evolution. Our ideological outlook and values 
must be adapted to these new cultural tasks 
and the individual must yield his place to the 
mass man. 

It is true that this sequence of events— 
periods of creative self-expression followed 
by a period of consolidation in which the 
previously exalted individual yields his place 
to the exalted state—has repeatedly occurred 
in the course of history. Yet the question 
arises whether this is an inevitable sequence 
of events. Is this the only possible outcome of 
the fact that man through his creative abili- 
ties so radically changed his environment that 
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for a time he must busy himself with learn- 
ing how to live in it? Is this blind dialectic 
of history the swing of the pendulum be- 
tween periods of creative change followed by 
consolidation, and finally by decline, a uni- 
versal law or only a special case among other 
possibilities ? 

When I confronted Freud with this ques- 

tion, whether the wave of the future lies in 
the direction of the totalitarian state, he gave 
another reply : 
Why do cells reorganize themselves into higher 
units? Only in order to survive and become more 
effective in defending themselves against external 
dangers. Termites are the weakest creatures on 
earth. They have not even a protective hard shell 
like ants. No wonder they seek to survive by co- 
operation and sacrifice their freedom for the sake 
of mere existence. But man is the crown of crea- 
tion, the master who dominates the world. Why 
should he give up his freedom to the same extent as 
the weak and helpless termites? Against what 
— must he organize himself in so rigid a fash- 
on 


The obvious answer is: against his only seri- 
ous enemy, his fellow man, And from here 
on the argument may go on like this: Be- 
cause of his alloplastic genius man constructs 
machines and other labor-saving devices 
which relieve him from the greatest part of 
the burden of procuring the necessities for 
survival. Extrepolating this trend towards 
the utilization of labor-saving devices into the 
future, we may reasonably expect that the 
economic problem of supplying food, shelter, 
locomotion will be relegated to the machine 
and man will have to face the problem of 
what to do with his liberated energy. There 
is no logical reason why such a development 
should require increasing restriction of man’s 
freedom of expression and degrade him to 
an insect-like automaton. That technology 
creates insecurity and through it a trend 
toward the universal state is obviously a para- 
doxical phenomenon which requires specific 
explanation. By no means is it self evident 
that industrialism must necessarily lead to an 
unproductive phase of human history, a re- 
turn to a kind of tribal society in which each 
individual’s place and function are rigidly 


® Whether or not external danger and pressure 
are the only factors promoting collaboration, which 
of necessity always requires some curtailment of 
individual freedoms, is not a point for discussion 
here, 


predetermined. I do not propose a full ex- 
planation for this paradoxical phenomenon. 
It’s solution might give us the way out of the 
throes of the crisis which manifests itself in 
the ideological split between Western culture 
and the rest of the world. 

Man made the machine but instead of re- 
maining its master he is gradually becoming 
its slave. Under the impact of machine civili- 
zation, man becomes more and more ma- 
chine-like himself. Instead of leaving to the 
machine those functions which can be per- 
formed with automatic repetition, he is in 
the process of automatizing and routinizing 
those functions which require choice and in- 
ventiveness. In his admiration of the calcu- 
lating machine, he proposes to rewrite Hamlet 
by a machine which can reshuffle all the 
words of the English language in all permu- 
tations until finally it will eject an immaculate 
copy of the story of the Danish prince. In- 
stead of evaluating a person as a unique 
combination of his constituent elements he 
tends to disregard the unique features for 
what is common and measurable. He deals 
with his fellow man on the basis of crude 
categories such as race, social group, height 
and body weight, number of credits which he 
received in his classes, man hours and all the 
data which can be counted and put on a punch 
card. Instead of using the machine for what 
it was invented—to give him freedom to use 
his creative faculties—he wants to organize 
society, taking the machine as a model. It 
must be obvious that technology does not 
need to lead to a loss of spiritual freedom, a 
loss of respect for individual differences, and 
to increasing security. On the contrary, it 
could be used for increasing freedom and en- 
couraging the luxury of individuality. The 
universal state is by no means a logical, in- 
evitable outcome of industrial civilization. 

My lament that man is shaping his own 
personality to become machine-like is not an 
explanation but simply a statement of fact. 
The motivational background of this social 
trend still awaits explanation. 

One of the customary answers is that the 
destructive utilization of technology for con- 
quest and exploitation creates precisely the 
type of emergency situation in which social 
control and rigid organization of society be- 
comes imperative. The atmosphere of the 
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cold war, the constant preparation for the 
ultimate showdown of power requires strict 
organization of material and human re- 
sources, and prohibits the luxury of individ- 
ual freedoms. In our times the expectation 
of the day of doom, of the last judgment, has 
been replaced by the expectation of the atomic 
war. The abuse of the machine for destruc- 
tive purposes at a time when it could be used 
for relieving the struggle for existence for 
all inhabitants of the earth is obviously one 
of the factors. 

In spite of our potential abundance we 
behave as if we were still living in a world of 
scarcity in which the competitive struggle for 
natural resources is the only answer for sur- 
vival. We still adhere to the old method of 
war for solving conflicts of interest. We have 
not yet adjusted ourselves to the new situa- 
tion which our rapid conquest of natural 
forces poses. We do not recognize all the po- 
tential, peaceful utilizations of our techno- 
logical knowledge, which could solve con- 
structively all those problems we now try to 
solve by mutual destruction. This, however, 
is only a partial answer which considers 
merely the economic factors. Of equal or 
greater significance are ideological issues 
which are more or less independent of our 
basic vegetative needs. 

The materialist theory of history which 
explains in unilinear fashion all human pro- 
files by the economic structure of society— 
or to use synonymous expressions, which ex- 
plains from economic structure the ego ideals, 
basic personalities, ego-identities or ego-rep- 
resentations characteristic for an era or for 
a culture—is one of the great and dangerous 
fallacies of the past, a fallacy from which not 
all contemporary social scientists have extri- 
cated themselves. The influence of the eco- 
nomic substratum is, of course, powerful 
and conspicuous and therefore more readily 
recognized. However, it is well known that 
traditional value systems, social attitudes, and 
institutions, which once came into being 
largely under the influence of economic fac- 
tors, exert their influence even after the con- 
ditions which produced them have changed. 
In the past these social attitudes and institu- 
tions might have been adaptive reactions to 
existing conditions but they retained through 


tradition their dynamic power long after they 
outlived their adaptive usefulness. 

This temporal lag, however, is not the only 
noneconomic determinant of personality for- 
mation. No one to my knowledge has stated 
the fallacy of this narrow economic deter- 
minism more convincingly than one of the 
few true philosophers of our aphilosphical 
era, Ortega y Gasset(5). According to him, 
necessity for survival does not explain man’s 
whole behavior. It explains only what is least 
interesting and least characteristic for man as 
a culture-building species. Behavior for sur- 
vival is more rigidly determined by the 
specific survival problems than behavior 
which takes place after the basic needs 
are fulfilled. Adaptive responses to basic 
necessities leave less choice open than 
those self-expressive modes of behavior 
which are not dictated by immediate survival 
needs. In other words, man shows his human 
qualities more in his leisure than in his 
struggle for survival. What he does with his 
faculties after he has secured his basic needs, 
how he plays, how he daydreams, how he 
uses his creative capacities, distinguishes him 
as a personality. In his routine, utilitarian, 
economic performance, whether he is pushing 
a button, or tilling the soil, he is like the next 
person. His behavior is determined by his 
social role and function. By this I do not 
imply that behavior in leisure, in play and 
fantasy, are not determined but they are de- 
termined by other than survival needs; they 
are more varied and characteristic for the 
person as an individual. The homeostatic, or 
self-preservation functions of the ego are 
less characteristic for a person as an individ- 
ual than the manifestations of his libido. 
What makes man different from all other 
species is that he uses his creative forces not 
only for biological growth and propagation 
but alloplastically for building different forms 
of culture which are not solely determined by 
survival needs, On the contrary, in his play- 
ful, nonutilitarian but libidinous, exuberant 
exercise of his faculties, man makes dis- 
coveries, the utility of which is only later 
discovered. Anthropologists, particularly Ro- 
heim, have shown that such practical inven- 
tions as agriculture, gardening, and cattle 
raising, which marked the beginnings of hu- 
man civilization, originally were not invented 
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planfully for utilitarian aims. On the con- 
trary, this useful occupation developed from 
playful activities of man from idle hobbies, 
and were exploited only secondarily for eco- 
nomic purposes. While playfully acting out 
primitive fantasies concerning propagation, 
he discovered gardening. Cattle raising stems 
from the totemistic rites in the religious 
practices of the primitives. Domestic animals 
served at first for the representation of 
father, mother, and children and not until 
later was their practical usefulness discov- 
ered, Utility was certainly not the primary 
motivation of the pioneers in aviation but the 
yearning to rise towards the skies, which 
often appears in our dreams to express our 
wish for mastery, power, and freedom. Fly- 
ing originally was invented neither for the 
sake of future passenger traffic nor for 
throwing bombs at our enemies. 

We come then to the seemingly paradoxical 
conclusion that culture is the product of 
man’s leisure and not the sweat of his brow. 
His productive abilities become liberated 
when he is relieved from the necessities of 
the struggle for survival. Without being 
familiar with the psychoanalytic theory of 
ego and libido, Ortega y Gasset with the 
visionary intuition of the true philosopher 
came to similar conclusions. He writes(6) : 
The ancients divided life into two spheres. The 
first they called otium, leisure, by which they un- 
derstood not the negative of doing, not idling, but 
the positive attitude of seeing to the strictly hu- 
man obligations of man, such as command, organi- 
zation, social intercourse, science, arts. The second, 
consisting of those efforts which meet the elemen- 
tal necessities and make otium possible, they called 
nec-otium, with apposite stress on the negative 
character it has for man. 


It is a sad commentary on our times that man, 
when technology potentially and to a degree 
actually relieves him from the chores of his 
homeostatic or life-preserving burdens loses 
his raison d’étre, cannot find new goals, can- 
not find new values, a new ego identity. As 
Ortega y Gasset(7) succinctly: “Desiring is 
by no means easy.” He reminds us of the 
quandary of the newly rich man. 

With all wish-fulfilling means at his command he 
finds himself in the awkward situation of not know- 
ing how to wish. At the bottom of his heart he is 
aware that he wishes nothing, that he himself is 


unable to direct his appetite and to choose among 
the innumerable things offered by his environment. 


... If it is so difficult to wish for objects which 
are already available, one may imagine how difficult 
the properly creative wish must be, the wish that 
reaches out for things yet non-existent and antici- 
pates the still unreal. If a man is unable to wish 
for his own self because he has no clear vision of a 
self to be realized, he can have but pseudo wishes 
and spectral desires devoid to sincerity and vigor. 


One cannot help thinking of our contempo- 
rary youth—whom Riesman(3) calls “other- 
directed”—devoid of an internalized system 
of values. Ortega y Gasset(8) suggests that 
“it may well be that one of the basic diseases 
of our time is a crisis of wishing and that for 
these reasons all our technical achievements 
seem to be of no use whatever.” 

Many feel that our crisis consists basically 
in losing faith in science, a faith which ani- 
mated us in the last 300 years. Some thinkers, 
as Niebuhr or Maritain, want to fill this gap 
with return to supernaturalism and mysticism 
(9). Is this loss of faith in scientific method 
justified, however? We may well have recog- 
nized by now that the methods and concepts 
of the natural sciences cannot resolve the 
social dilemma of our times. We have taken, 
however, the first steps toward the scientific 


exploration of man’s complex motivational 
dynamics and the nature of his specific cul- 


ture-building potentialities. Sociology and 
psychology are the emerging sciences of our 
times. August Comte, the father of sociology, 
was born 234 years later than Galileo ; Freud 
288 years later. Natural sciences have over 
a 200-year head-start on the social sciences. 
To catch up with this discrepancy is a worthy 
goal. The specific cultural significance of 
psychoanalysis lies in helping Western man 
to find his ego identity. I do not have in mind 
only psychoanalytic therapy and its de- 
rivatives but the over-all influence of 
psychoanalytic thought and knowledge about 
child-rearing, educational practices, parent 
education: its influence upon contemporary 
literature and art, transmitted rapidly through 
all the new channels of communication. I re- 
fer particularly to the fact that psychoanalysis 
is becoming before our eyes an integral con- 
tent of the collective consciousness of the 
West. 

The all pervasiveness of this influence can 
give us hope that through understanding him- 
self and the society in which he lives, the 
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poor-rich man of the West may find new as- 
pirations for the future. 

The understanding of the dynamic inter- 
action of the self with the social environment 
is in itself a goal so stupendous that it could 
occupy the productive capacities of many 
generations to come. Faith in the progress 
achieved through the natural sciences of the 
last centuries may be duplicated by a new 
faith—in what the social sciences may do for 
the further progress of man. 

The mechanical philosophy of the vis-a- 
tergo which explains what is from what was 
is not sufficient to understand man. Man has 
the unique ability to create something which 
is not yet existing. He does not live from 
his past alone but he lives for his future. Al- 
though past, present, and future represent 
a dynamic continum, a person best reveals 
his unique identity in what he strives for. 
Technology has relieved him, at least poten- 
tially, from a great part of the burden which 
is needed for merely existing. Is there any 
cause to doubt that the new social sciences 
and psychology in particular, will give him 


guidance in finding what to live for, a content 
for wishing what is appropriate to his own 
individuality and to the world in which he 
lives, or better said, in which he wants to 
live? If we believe in this cultural function 
of our discipline and if we believe that our 
aim can be reached, this will serve as a vision 
which is the moving power behind every 
productivity. This is my credo as a psycho- 
analyst. 
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A credo is the product of personal experi- 
ence. Inevitably it is largely of subjective 
origin. As such it should not have a place in 
scientific discourse, unless it be as a phe- 
nomenon which is itself subjected to study. 
It is, therefore, with the greatest caution 
that I undertake to profess what our chair- 
man has called the “Credo of a Psychoana- 
lyst.” I am able to do so only because I think 
I am typical of my psychoanalytic generation 
and feel that I can present with fairness the 
outlook which derives from the experience of 
a Doctor of Medicine, in the United States, 
who became a psychiatrist and a psychoana- 
lyst during the course of the 25 years just 
ending. These are the 25 years which have 
produced psychoanalysis as we in the United 
States know it today. 

In the early 1930’s psychoanalysis was 
just beginning to make itself at home in this 
country. The Floyd Dell era of literary and 
Bohemian adventurings in the unconscious 
was coming to an end. The first American 
institutes were getting started. Despite the 
depression, young medical men were begin- 
ning to make a positive choice of psychiatry 
as a career and were not simply drifting into 
the “red brick buildings” as an escape. An 
old mansion in the east and a farmhouse in 
the west were beginning their evolution from 
places of custody into centers for psycho- 
analytically oriented treatment. By the time 
the United States had entered the first active 
phase of the present world war American 
psychoanalysis had passed through its pri- 
mary identification with psychoanalysis as it 
had evolved in Europe ; psychoanalytic train- 
ing had been divorced from control by the 
International Training Commission and had 
embarked on a course of development which 
became distinctively American in its pro- 
gram, outlook, and goals. In effect, all this 
represented a turning away from what was 
looked upon as the intellectualistic tendencies 
of European analysis and a turning toward 
the pragmatism of medicine, with which 


1 Read in the Section on Psychoanalysis at the 
111th annual meeting of The American Psychiatric 
Association, Atlantic City, N.J., May 9-13, 1955. 
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analysis now declared itself affiliated. The 
first manifestation of this was the emergence 
of psychosomatic medicine. Then came dy- 
namic psychiatry. And out of this, among 
those trained in analysis, have risen the pre- 
occupations with brief psychotherapy, with 
group therapy, with hospital management, 
and with attempts to rationalize psychologi- 
cally the “beneficial” effects of various physi- 
cal therapies. 

Within analysis itself there were com- 
parable pragmatic developments: “classical 
technique” has been “modified” variously in 
the interest of shortening treatment, mak- 
ing it available to larger numbers, and de- 
creasing its emotional rigors. In addition, 
we have seen during these years a gradually 
broadening range of the types of patients 
accepted for treatment by analysts. New 
technical procedures and devices far different 
from those of the basic analytic technique 
have tended to be merged with it, so that 
those who practice them can no longer easily 
distinguish one from the other. The best 
demonstration of this is provided in the fact 
that a few years ago a committee of the 
American Psychoanalytic Association, com- 
missioned to make an evaluation of psycho- 
analytic therapy among those who called 
themselves psychoanalysts, was compelled to 
give up its task because it could not obtain a 
concensus on a definition of psychoanalytic 
treatment which would provide a base line 
for differential evaluation ! 

The war provided a capstone for the trend 
toward making psychoanalysis “practicable.” 
The “ivory tower” of the psychoanalyst was 
breached by the exigencies of the crisis. 
Those who were at home found themselves 
caught up by the demands for psychological 
first aid in the civilian community. Those of 
the younger men, who went into the armed 
forces, of necessity bent their special knowl- 
edge and experience to the maintainance of 
manpower. Improvisation was of the essence 
and was warranted. By the time the war was 
over this had gained such prestige from its 
merits during the emergency that dynamic 
eclecticism had become the psychiatric vogue. 
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Another consequence was the great influx of 
students into psychiatry and through this 
into psychoanalysis. Of the many reasons 
for this I shall refer only to the fact that in 
contrast to the slowly maturing intellectual 
and emotional grounds for the gradual in- 
crease in the number of students in psycho- 
analytic training prior to the war, the great 
burgeoning of interest in psychoanalysis now 
came from the fact that military experience 
had demonstrated to practical minded young 
men that psychoanalysis (or rather its de- 
rivatives and applications) worked; that it 
could respectably take a place in the arma- 
mentarium of medicine, and, last but not 
least, that it was worth a fee! 

There is no doubting the richness of the 
knowledge which psychoanalysis has brought 
us and is continuing to bring. Despite the 
many complications which we have become 
aware of and which cast doubt in the minds 
of some on the “purity” and “accuracy” of 
its findings, psychoanalysis still remains the 
basic instrument for the study of intrapsy- 
chic structures and functions. There are at 
present no other techniques for studying the 
mind which, one way or another, are not 
based on an extrapolation of its basic princi- 
ples. It remains the fundamental referent of 
all such other techniques. As such it is a 
constant, the stability of which, by definition, 
should remain secure. As therapy, however, 
the postition of psychoanalysis is not so clear. 
Despite the fact that those who have used it 
most faithfully are convinced that it is the 
one technique which is etiologic in its orien- 
tation and effectively reconstructive in its 
goal, we must face the fact that its optimum 
application and results leave something to 
be desired; that it poses burdensome and 
sometimes impossible conditions on those 
who might benefit from it; that its range of 
strict application as regards the gamut of 
mental illnesses is limited ; and that its social 
value, measured in purely quantitative terms, 
is small. 

The consequence of this contrast between 
the social and the scientific positions of psy- 
choanalysis is that the present generation of 
American psychoanalysts finds itself in- 
volved in a real conflict. On the one hand, 
to the extent to which our own analytic ex- 
perience has substantially convinced us that 


psychoanalysis is not a gimmick, we are com- 
mitted to it as the criterion of effective psy- 
chotherapy and the foundation for mental 
research. On the other hand, despite sharp- 
ened awareness of the great complexity of 
human psychopathology, and of the great 
difficulties connected with its resolution, sur- 
viving restitutional needs have left us still 
sensitive to the great demand for relief of 
human inefficiency, unhappiness, and self- 
destructiveness, and discontented with the 
remedies available. 

Apart from this the social character of 
this country is conducive to feelings of dis- 
satisfaction with the exercise of a discipline 
which is so out of step with its prevailing 
tempo and apparently so tangential to its 
generally accepted targets. On the moral 
side there is the fact that Americans, as a 
people, have distinguished themselves by the 
promptness and generosity of their response 
to need, whether this be hunger, catastrophe, 
or plague. On the intellectual side is the fact 
that we are first and foremost a practical 
people, concerned with use and application. 
Only recently, under the unhappy circum- 
stances which have surrounded atomic fission 
and fusion, has pure science become an 
acknowledged element of our daily lives. But 
the respect which we accord it is heavily 
tinged with almost superstitious and suspi- 
cious awe. We seem to condone it because 
it has dramatically demonstrated that it “paid 
off.” The “mystique,” as Glover has called 
it, with which classical psychoanalysis has 
been draped, is not different in this respect 
from the mystery which attaches to all out- 
posts of science, whether in mathematical 
physics or on the frontiers of biology. Thus, 
we who take psychoanalysis seriously and 
whose history has unfolded on the American 
psychiatric scene, are not so differently situ- 
ated from the atomic scientists who left their 
ivory towers under the duress of danger and 
responded magnificently to a practical need. 
We know how the latter found themselves 
caught in the moral and intellectual cross- 
currents which were set up when the de- 
mands of immediate reality cut across their 
devotion to the search for further knowledge. 
Similarly the American psychoanalyst today 
finds himself tossed between his deeply 
rooted utilitarianism and benevolence—fos- 
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tered by a crying need—and his profound 
conviction that it is the long run which must 
be kept in mind if man’s ultimate dilemma 
is to be solved. 

Basic natural science has been called upon 
to participate in the “application” of its dis- 
coveries and to assume technical, secular, 
and moral responsibility for the outcome. 
This has imposed upon it an unbearable bur- 
den which seriously threatens the essential 
characteristics of research born of “general” 
curiosity and accidental discovery. A similar 
burden of practical “watering down” now 
rests on psychoanalysis. Among “classical” 
analysts there is increasing concern about the 
lack of understanding of the psychoanalytic 
method, There is evidence in papers which 
purport to deal with psychoanalytic problems 
that the distinction between the psychoanaly- 
tic method and its derivatives is becoming 
increasingly fuzzy. 

I have referred to some of the practical 
consequences of this: The increasing use of 
“modified” techniques has resulted in office 
case loads which are generously inclusive of 
numbers of patients who are quite frankly 
receiving “brief therapy”; analysts engage 
themselves in group psychotherapy, are in- 
volved in psychosomatic research and in 
“interdisciplinary” studies; there are at- 
tempts to focus the microscopic technique of 
psychoanalysis on the macroscopic social 
scene. At the same time there has developed 
a tendency to look down on the analyst who 
does only psychoanalysis, to think of him as 
a shirker of his social obligations because he 
will not adapt his technique to whatever ma- 
terial is at hand. An appreciable number of 
analysts, despite deep conviction of the valid- 
ity of their method for fundamental research 
and for the definitive treatment of the neu- 
roses, feel stigmatized by such “moral” 
criticism. 

I do not begrudge the social good that 
conceivably may result from the many ac- 
tivities which now separate the analyst from 
his study and his couch and which join his 
special technique to those of other sciences 
and disciplines. But I am greatly concerned 
about the consequence of all this to psycho- 
analysis as the most refined instrument for 
research on the structure and operation of 
the individual human mind. For psycho- 


analysis is first and foremost individual psy- 
chology. This is said without prejudice to 
the fact of interpersonal and group relation- 
ships which surely affect the single person. 
But it is these individual effects, both plastic 
and reactive, which are the psychoanalyst’s 
central and proper field of study. Returning 
to physical science for a simile, psychoanaly- 
sis deals with internal operations on an 
atomic scale ; its results can be and have been 
applied to the more complete understanding 
of external operations on a molecular scale. 
But to use the techniques of the sociologist 
and the physiologist for the derivation of 
psychoanalytic knowledge, or psychoanalytic 
technique to solve the problems of physi- 
ology and of crime is to interchange the 
cyclotron and the retort. Each has its use 
and special application, and only the respec- 
tive findings can be holistically combined. 

A definition of psychoanalysis which will 
finally enable me to make that statement of 
conviction to which our chairman has invited 
us is long overdue. Twenty-five years ago 
it would have been an easy matter to make a 
clearly differentiating statement about what 
psychoanalysis is. I could have said that any 
procedure which recognized the unconscious 
and attempted to deal with transference and 
resistance was psychoanalysis. This would 
have been understood to mean that there are 
psychic forces operating in an organic ma- 
trix; that these manifest themselves as un- 
conscious impulses and fantasies among 
which there is conflict ; that these develop in 
childhood but are possessed of a permanent 
tendency to become conscious ; that this tend- 
ency is opposed by counterforces ; and that 
the analyst, presenting himself as a target 
for these fantasies and impulses, assists 
their emergence into awareness by inter- 
preting the counterforces. 

Today these matters are “old hat.” The 
meaning of transference, repression and re- 
sistance, dreams, free associations, verbaliza- 
tion and catharsis, dependency and regres- 
sion has passed from psychoanalysis into the 
public domain of clinical psychiatry. These 
concepts have all shown themselves to be 
usefully applicable outside of analysis. They 
have enabled the psychiatrist to work under 
the guidance of principles rather than rules 
of thumb. Psychotherapy today is rational 


| | 
= 
4 
pat 
4 . 
ve 
3 
| 
ag 
ips 
\ 
3 
i* 
4 Next 
‘ 


1956] MAXWELL GITELSON 703 


because it is based on what we know about 
psychopathology and psychodynamics as psy- 
choanalysis has elucidated them. From this 
standpoint good psychotherapy looks so 
much like psychoanalysis that on paper one 
almost cannot tell the difference! And yet, 
I believe there are very important differences. 

Modern psychotherapy deserves its posi- 
tion in psychiatry because it is in a real sense 
the psychiatrist’s reason for being. More- 
over, it has become a truly effective instru- 
ment. Nothing that I have to say about it 
is intended to give the impression that I 
depreciate its validity or its usefulness. 
Nevertheless, it is not psychoanalysis even 
when it is psychoanalytic. I state this despite 
the fact that psychotherapists see the prob- 
lems of the personality as psychoanalysis 
has revealed them; that they are aware of 
and deal with transference phenomena, and 
sometimes even with resistances; that they 
are skilled in obtaining verbalization and 
affective expression; that they often cure 
symptoms dramatically, and occasionally pro- 
duce long-lasting, broader effects. 

I see the differences between psychoanaly- 
sis and the most extensive psychotherapy, 
first, in the goal which is striven for and 
which can be attained, and, secondly, in the 
road which is followed toward the end in 
view. Admitting that psychoanalysis has a 
significant number of therapeutic failures 
to record, we are aware that it can and does 
produce an inner unification of the person- 
ality and a liberation from both internal and 
external compulsion which in some instances 
becomes evident as “character change.” Al- 
lowing for the fact that in skilled psycho- 
therapy the technique of “uncovering” may 
be applied with great sensitiveness, that con- 
flicts may be recognized and even resolved, 
nevertheless, psychoanalytic scrutiny will 
disclose that such results have come about 
on the basis of a massive rationalization. 
They depend for their effectiveness on what 
is dynamically a repression of a basic con- 
flict, following on some partial solution of 
derivative conflicts, and, finally, accepted on 
the fundamentally suggestwe basis of an un- 
resolved transference. In contrast, the -ru- 
cial factor in psychoanalysis which differen- 
tiates it from psychotherapy resides in this 
central aspect of its techniques: Jt deliber- 


ately provides and maintains optimum con- 
ditions for the development, the evolution, 
and, finally and most important, the resolu- 
tion of an artificial neurosis, the transference 
neurosis, for which the original neurosis of 
childhood has been exchanged. 

The transference neurosis appears under 
the pressure of the tendency of past fan- 
tasies, attitudes, and impulses to repeat 
themselves. It is permitted to establish it- 
self and to evolve in its own terms toward 
its own particular denouement. In the rela- 
tionship to the analyst there thus recur the 
significant emotional events of infancy and 
early childhood. These events do not present 
as discrete “transference episodes” but are 
part of a continuous process of recapitulation 
of the continuous past, in the form of affects, 
fantasies, dreams, impulses, and somatic sets 
and tensions. 

As therapy, then, psychoanalysis is di- 
rected toward the induction, and the subse- 
quent and final resolution of the transference 
neurosis. The means to this end is the sys- 
tematic interpretation of the resistances for 
the purpose of obtaining explicit verbaliza- 
tion of all thoughts, fantasies, feeling, atti- 
tudes, and impulses. To the extent to which 
this is successful, the patient re-experiences 
his past in the present ; that is, he experiences 
the transference neurosis with the analyst 
as its focus. As this evolves, it, too, is sub- 
ject to systematic interpretation. In the end, 
the past and present, the once-repressed and 
the always-remembered, are integrated into 
the unity of the person. The patient, re- 
experiencing his past in the transference 
neurosis, as though it were the living present, 
finds under the new conditions a second 
chance, an opportunity for a “new begin- 
ning.” A developmental process, which had 
been halted or sidetracked, resumes its course 
and the patient “redevelops” while he is 
“reliving.” 

We see then that while the creation of the 
conditions for the development of the trans- 
ference neurosis is a suggestive maneuver 
the purpose of which is to induce the ex- 
posure of the unconscious “material” of the 
ego, id, and superego, the resolution of the 
transference neurosis (which proceeds pari 
passu with its development) by means of 
systematic interpretation of its manifesta- 
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tions is the crucial therapeutic device. The 
intention and, when successful, the effect are 
to liberate the person from the nonrationally 
compelling figures of his past and of his 
present—including the analyst himself. The 
chief qualitative distinction of psychoanalysis 
from all other mental therapies is its effort 
to destroy the suggestive influence of the 
authority of the therapist. It aims to set the 
patient free. Despite examples to the con- 
trary, this can and does occur. 

As an instrument of research, the analytic 
situation which I have described is a care- 
fully controlled experiment in human rela- 
tionship which makes possible the exclusion 
of many variables that in ordinary transac- 
tions obscure the quality of the process which 
goes on in the participants. Under the con- 
ditions of this situation, the process of the 
transference neuroses constitutes the field 
which the analyst studies. In this field there 
reappears the flux of creative and destructive 
forces that has determined the destiny of the 
person. The quality and the configurations 
of these forces is to a great extent known. 
But there is much yet to learn. As Hans 
Sachs once said, “Our deepest analyse: are 
no more than scratching the earth’s surface 
with a harrow.” 

Among analysts of my generation who 
entered the study of medicine, psychiatry, 
and finally psychoanalysis in order to under- 
stand and perhaps be able to help, there has 
occurred a marked shift of goal character- 
ized by aggressive therapeutic ambition. In 
addition to the external social factors which 
I think produce this shift, there seems to be 
operating a complementary internal factor. 
I think we are witnessing a gigantic reaction 
formation which is the consequence of anxi- 
ety leading to defensive overactivity, induced 
by the pressures of our time. I think that the 
wish to make the patient get well by whatever 
means reflects a reactivation of incompletely 
resolved mandates from the primitive super- 
ego which the calm simplicity of the physi- 
cian’s healing impulse no longer seems to 
satisfy. 

Today, when the value of the individual 
is a matter of doubt to both the east and 
west of the curtains which enshroud the 
world, when the threat of great danger forces 
us all together into a frightened huddle, in 


which elbowroom seems, to many, to be of 
secondary importance, it is not surprising 
that “adjustment” tends to become the meas- 
ure of psychic health and the goal of therapy, 
while the cost to the potentialities of the free 
ego is by-passed. 

Today, when we are so hard pressed for 
the quick workable solutions to the problems 
that beset us, it is not surprising that we 
think of teams and groups and multidisci- 
plinary studies to share the enormous burden 
of responsibility that rests on all those whose 
work bears in any measure on the fate of 
man. 

Under these circumstances the American 
psychoanalyst of 1955 would be more than 
human if he did not react with some anxiety 
and with some self-doubt as to the validity 
of his work. We know how persistent are 
the demands in our culture that we take a 
part in its daily scene. We know how diffi- 
cult it is to sustain that balance of mind, 
which Henry Adams has described as “ab- 
sence of self-assertion or self-consciousness 
—the faculty of standing apart without 
seeming aware that one is alone.” We see 
the strong currents which make for adapta- 
tion as a substitute for integration. Liberal- 
ism as a concept of individualism and of the 
free mind today moves toward communalism 
and social amelioration. I do not wish to 
make a choice between these. In the end 
they cannot be divorced. But I think it well 
to remember that psychoanalysis was born 
out of man’s struggle against delusive ro- 
manticism, and I am impelled to ask whether 
or not the present trend in its history is a 
retreat from freedom and a regression to- 
ward intellectual conformity, a conformity 
which can be rationalized as historically 
necessary, socially good, and scientifically 
valid ? 

With all of this I do not wish to be the 
advocate of a doctrine of special revelation 
which is to be faithfully adhered to in splen- 
did isolation. As Zilboorg expressed it some 
10 years ago: 

I do not offer you a principle of static and un- 
critical orthodoxy. Freud did not say the last word. 
No science has ever said the last word. But no sci- 
ence can survive or preserve its productivity if its 
postulates are rejected. Psychoanalysis rests on 
individualism, empiricism, and the inductive method. 
Much of its theory will be revised, but to accom- 
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plish this creatively its fundamental postulates must 
remain intact. 


Modern neuroanatomy, neurophysiology, 
cybernetics, animal psychology and the other 
natural sciences create the climate in which 
psychoanalysis exists today. Inevitably this 
affects its context, or, as some might say, 
the “field” of its operation. We can now 
have hope that the more recent advances in 
psychoanalysis, particularly in ego psychol- 
ogy, against this background, may bring us 
really fundamental insights into the individ- 
ual nature of men and particularly into the 
problem of adaptation as it is related to 
determinism and free will. To the extent to 
which we do this we are also brought closer 
to a real solution of the living problems 
whose present insistence evokes our hectic 
improvisations. 

I come, at last, to the statement which, for 
lack of better, I must call a “credo”: Psy- 
choanalysts have a special problem, a special 
interest in it, and a special technique for 
studying it. Some psychoanalysts have a 
special aptitude for the application of that 
technique. Psychoanalysis has its place 
among the other natural sciences and with its 
technique it has made and can continue to 
make its unique contribution to the sum total 
of our knowledge about the nature of man. 
The psychoanalytic method has developed 
out of the special nature of psychoanalytic 
material. The basic psychoanalytic situation 
cannot sustain extensive modifications with- 
out impairing the particular perspective 
which the scientific ordering of that material 
requires. Psychoanalysis in its basic form 
has established the fact of its fundamental 
therapeutic potential. This does not mean 
that intermediate therapeutic possibilities 
should be discarded. Indeed, under the cir- 
cumstances of the facts of life, the skills of 
the analyst must be extended as far as they 
can reach by way of derivative and applied 
forms of treatment which may bring signifi- 
cant amelioration if not final cure. But this 
does not permit us to forget that our knowl- 
edge of the human mind is far from com- 
plete ; that basic psychoanalytic technique as 


a clinical method is at one and the same time 
our most fundamental psychological research 
method ; that psychoanalysis as therapy and 
psychoanalysis as research cannot be sepa- 
rated; that there are those whose special 
capacities and interests lead them to devote 
themselves to the basic psychoanalytic 
method and to some of these it is given to 
advance the discoveries begun by Freud. 
The American psychoanalyst in 1955, I be- 
lieve, must ponder deeply the proposition 
that unless psychoanalysis as a clinical 
method is practiced by him in its most de- 
veloped form we will lose it as a research 
tool. (Perhaps more important we will lose 
it as a bastion of creative individualism.) To 
preserve the one I see the complete necessity 
of continuing the other. 
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PSYCHOANALYTIC BORDERLINES ' 
GREGORY ZILBOORG, M.D., New Yorx Crry 


Discoveries of facts, or properties of sub- 
stances, or laws of nature are always accom- 
panied by ever-renewed attempts (on the 
part of those who take these discoveries into 
consideration) to integrate these discoveries 
into the totality of the heretofore existing 
knowledge or intellectual tradition, to pro- 
duce a sort of new or revised philosophy. 

The word philosophy cannot be taken here 
as having an established, immutable mean- 
ing. It may mean only “a philosophy of life,” 
which in turn means an assemblage of prin- 
ciples of conduct and moral ideas. Phi- 
losophy may also mean a systematized theory 
of the universe, its functioning, its purpose. 
In other words, on such an occasion it might 
tend to become a teleology and therefore 
cross over into the field of theology, or re- 
ligion in general. Philosophy may also mean 
a systematized statement of principles of 
practical living, and then it can mean any- 
thing from a system of principles of educa- 
tion to a theory of the technological “mastery 
of man over nature”—an expression which 
contains a contradiction in itself, for man 
may strive in his fantasies to achieve mastery 
of nature, but what he actually masters is a 
technique of utilizing nature and natural laws 
for his own purposes. Nature cannot be 
mastered, because her laws cannot be vio- 
lated. The laws of nature are the only un- 
written and at times as yet unknown laws 
which are obeyed unconditionally even by 
the most callous materialist, the most re- 
fractory atheist, and the most rebellious 
reformer. 

Therefore, when we speak of a philosophy 
of some kind, we must always make clear 
which kind of philosophy we have in mind. 

During recent years we seem to have be- 
gun to betray the need of formulating “some 
kind of philosophy” which would take into 
consideration the crises and upheavals in 
human society through which the first half 
of the twentieth century has gone and is 
going, and which could also be integrated, if 


1 Read in the Section on Psychoanalysis at the 
111th annual meeting of The American Psychiatric 
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such an integration be possible, with the 
newer psychological knowledge which seems 
to have become widespread during the period 
mentioned. 

One wonders what kind of philosophy we 
are approaching or seeking in this connec- 
tion. A very general answer to this ques- 
tion, yet a rather articulate one, at once sug- 
gests itself. 

Insofar as psychology has become the 
chief contributor to our newer knowledge of 
man, his functioning, his strivings, his emo- 
tions and way of reasoning, we are dealing 
with a rather complex problem of revising, 
or at least reviewing afresh, the “true nature 
of man.” Whether we be biologists or physi- 
cists, mathematicians or theologians, the 
problem into the solution of which the data 
of the newer psychology plunges us is an 
ontological one. One of the aspects of this 
ontological problem is emphasized by our 
social crises and technological tornadoes, like 
the advent of bombing from the stratosphere, 
and guided missiles, and thermonuclear war- 
heads ; man “seeks himself” anew. Suffused 
with anxiety and conscious of his almost di- 
vine (or diabolical) perspicacity in some 
aspects, and a sense of insignificance in 
others, man again is forced to contemplate 
what it is that he is, what it is that he wants, 
what it is that he ought to want, and what 
his place is in relation to his fellow man 
individually, to society, to himself as an 
autonomic person. These are ontological, 
metaphysical, and fundamentally religious 
questions. 

There is no doubt that we stand at some 
sort of crossroads, and such attempts to en- 
compass man or his history as those of 
Spengler, or Pareto, or Toynbee are the 
literary, socio-philosophical expressions of 
the same anxious question which the aver- 
age man of today asks himself in a more 
humble, less articulate, less literate, and less 
sophisticated manner than do the prophetic 
semi-successes, semi-failures which the 
Spenglers, the Paretos and the Toynbees are. 

It was really inevitable that psychoanalysis 
should have become involved in all the 
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modalities of the intellectual and moral crises 
of our day. The enthusiasts and proponents 
of psychoanalysis, as well as its detractors, 
are constantly weaving it into their discus- 
sions and considerations of such issues. 
Leaving aside those who go about their 
routine with apparent lack of concern, some 
proponents of psychoanalysis seem to be- 
come more and more aware that there is a 
need for a credo of some kind. Some people 
believe even that some special psychoanaly- 
tic credo is required, and that it is possible 
to fulfill this requirement. Others, within 
and without psychoanalytic circles, are not 
so certain, and they either “deviate” from 
Freudian psychoanalysis in order to save 
themselves a proper place in the universe or, 
as some frankly state, in order to save the 
dignity of man (Horney). As to those out- 
side traditional psychoanalysis, they would 
seem to be satisfied with its complete demo- 
lition and a return to the past once and for 
all ; be that past envisioned in scientific, ethi- 
cal, or religious terms, past it is nevertheless. 
Inventiveness has gradually become a sub- 
stitute for discovery, advertising a surrogate 
of fame, and so-called “public relations” a 
substitute for general approval. One might 
suspect at times that the above characteris- 
tics are purely American (U.S.A.) charac- 
teristics, and that the rest of the world is still 
different in that it has not yet succumbed to 
this disease which I might call the disease of 
substitutive restlessness—a form of living 
without really participating in the wholeness 
of life. I doubt whether this is a peculiarly 
American disease; it exists today in one 
form or another everywhere in this world. 
This disease began to germinate long ago, 
perhaps almost 500 years ago, when the 
vested interests of power began to use true 
philosophy as a sword against anyone who 
might even remotely appear to have threat- 
ened their power, and when science and 
scholarship began to use scientific discoveries 
as a sword against the established philosophy. 
During the last five centuries or so our 
passions have become more and more inti- 
mately involved in our scientific work and 
in our philosophies of life; some sort of 
anxiety has overcome civilized man; in this 
anxiety man will all too often either stifle 
science to uphold his philosophy unchanged, 


or strangle philosophy in order to establish 
himself on a scientific throne. Ostensibly it 
appears to be a secular struggle between 
science and philosophy, or between religion 
and science ; however, in actuality it is rather 
the struggle of man for his own exclusive 
position on earth and in the universe: a sort 
of megalomania which spurs him on to view 
himself as master of that nature of which 
he is an actual, almost unthinking and will- 
ing, slave. 

I doubt whether Leonardo, when he fan- 
tasied and sketched wings which would make 
man fly, really thought he would thus be- 
come a bird or an angel. He merely won- 
dered, I believe, whether a contraption could 
be constructed which would enable man 
to fly. 

There is a different ideational content in 
today’s scientific approach, with different 
affective overtones. It is not a new one, of 
course. We could sense this approach even 
in Descartes, who assigned for the human 
soul a special seat in the complex human 
machine—the pineal gland; it was a truly 
humble place for the source of all humanness 
and wisdom, even smaller than the thalamus 
which we still honor today as the seat of 
emotions. We sense the same trend in Dar- 
win too, of course. But our own age has 
surpassed all previous attempts to divest man 
of his humility and essential littleness as 
compared with the laws of God and nature. 
Our own age invented cybernetics. It be- 
came the partisan of “brains without a soul.” 
We stand in enthusiastic wonderment before 
W. R. Ashbey’s homeostat, or the electronic 
turtle and similar “synthetic animals” of 
Grey Walter, or Ducrocq’s mechanical fox 
which was endowed by its builder even with 
the five senses. 

It is quite obvious that in so far as these 
constructions are used as instruments for 
further study of the physical and chemical 
universe, they represent legitimate steps in 
the development of science ; but in so far as 
they are presented to us as reproductions 
(imperfect “yet,” of course) of what we are, 
we merely follow a strangely megalomanic 
trend which is destructive for both science 
and philosophy. It will do little to dub it, as 
so many do, “scientific humanism” ; for while 
we might compromise and call it scientific, 
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there is no compromise that would even re- 
motely allow us to call it humanistic. An 
anthropomorphic approach to man-made ma- 
chines is not humanism. As one of our great- 
est living scientists, Louis de Broglie,’ 
puts it: 

What [these machines] lack is that essential prop- 
erty of living beings without which thought itself 
is inconceivable; namely, the consciousness of their 
own existence and of their own person. 


This simple reminder by de Broglie is 
both penetrating and disturbing: for there is 
some hint in his statement that the homo 
sapiens scientificus is inclined to sacrifice 
even the consciousness of self in order to 
serve his own conception of science and to 
worship world mechanics, which he chooses 
to call mechanisms. On the other hand, it 
becomes obvious that anything in our scien- 
tific work that touches and mechanizes, or 
threatens to mechanize, the very conscious- 
ness of one’s self and of one’s own existence 
must arouse a counterreaction and even a 
rebellion. 

This is exactly what, in my opinion, hap- 
pened or threatened to happen to Freud and 
his system of psychoanalysis. The heart of 
this system, and its real subject matter, is 
that very region which makes man what he 
is, and able to have any philosophy at all. No 
wonder then that the ultra-scientific and the 
materialists—from the materialistic biologist 
to the confirmed Marxist—had to rise in arms 
against Freud as a metaphysician and ideal- 
ist and master of fantastic illusions—for he 
who strives to view the universe only as a 
bundle of mechanical laws does not want to 
be reminded of the consciousness of his own 
self and of his relationship to the world as 
a whole, By the same token, the religious 
philosopher and theologian could not help 
but see in Freud an attempt to reduce to 
mere scientific formulae and psychological 
automatic mechanics, the essence of man 
which humanity has contemplated in wonder, 
fear, humility, and ecstasy for thousands of 
years. 

Freud, in other words, was destined to 
stand alone because he announced to the 
scientific world that the forbidden realm of 
the psyche was going to be his object of 


1L, de Broglie. La Nouvelle Revue Francaise, 
Juillet 1953, p. 80; also Etudes, Février 1955, p. 280. 


scientific scrutiny, even though he possessed 
no psychological microtome, no psychologi- 
cal oil immersion lens, nor any scale for 
psychological measurements. To the philo- 
sophic and religious world, he announced 
that he cared little about the alleged un- 
touchability of the soul, and that he was 
going to proceed into the unknown not in 
order to wander in awe but in order to learn 
and to understand. This attitude had to 
make for him a lot of enemies among phi- 
losophers and theologians; more than that, 
Freud as an individual soon openly became 
their enemy so to speak (their apparent op- 
ponent I would prefer to say). 

It is too early as yet to say whether Freud 
himself was as free of various religious 
trends as he or some of his disciples are in- 
clined to claim. It is also too early to say 
whether or not Freud as the founder of 
psychoanalysis intended to produce a phi- 
losophy of his own, and a philosophy en- 
tirely free of mystical components. The last 
word about Freud and his personality has 
not yet been spoken, and that which has been 
revealed during the last few years—through 
the studies of the Bernfelds, Freud’s letters 
to Dr. Fliess, Jones’ as yet unfinished bi- 
ography of Freud, some newer studies of 
the subjective undercurrents in Freud’s Psy- 
chopathology of Everyday Life—all point to 
a considerable struggle within that rather 
turbulent personality, and to rather (to him) 
bewildering inclinations toward a metaphysi- 
cal trend. At any rate, it is too early to make 
definitive evaluations of Freud, as far as this 
aspect of his personality is concerned. 

However, Freud has spoken, and he said 
what he meant and always meant what he 
said. The heritage of his writings is incon- 
testable. The controversies which rage 
around the question of psychoanalytic ther- 
apy and technique, it seems to me, are not 
dictated by differences in the understanding 
of Freud nor by differences in the degree of 
official acceptance or rejection of some of 
Freud’s principles of therapy. The contro- 
versies are part and parcel of the conflicts 
which Freudian psychoanalysis has aroused 
in many people, conflicts which those people 
are unable to resolve except by rejecting or 
re-interpreting Freud to suit their respective 
inner conveniences. In other words, the 
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problem reduces itself to the fact that Freud 
raised a number of questions which he did 
not intend to answer, and people assumed 
that he answered them and that he did so not 
to the satisfaction of the mass of dissenters 
and detractors. 

When Freud raised the question of sexual 
behavior, he did not raise the question of 
sexual morality, even though he was at first 
inclined to do so. When Freud raised the 
question of the psychic apparatus, he did not 
raise the question of the meaning of the soul. 
When Freud raised the question of the super- 
ego, he did not raise the question of con- 
science. When Freud raised the question of 
the Oedipus complex, he did not raise the 
question of the morality of incest. When 
Freud raised the question of monotheism, 
he did not raise the question of the existence 
of God. When Freud raised the question of 
mental health, he did not raise the question 
of what is good and what is bad. When 
Freud raised the question of psychological 
maturity, he did not raise the question of 
democracy. When Freud raised the ques- 
tion of acceptance of reality, he did not raise 
the question of what reality is or what ad- 
justment to it is. When Freud raised the 
question of the multiplicity of defenses of 
the ego, he did not raise the question of the 
morality or the immorality of these defenses. 
When Freud raised the question of the char- 
acter and dynamics of the mechanisms of the 
unconscious, he did not raise the question 
of the essential nature of these mechanisms. 

I could go on enumerating a host of other 
issues, and you will note that each time I 
mention that Freud did not raise this or that 
question I was dealing with a metaphysical, 
profoundly ontological or moral problem. In 
other words, Freud worked as we do, em- 
pirically in a borderline area, in an area 
which is infinitely rich and creative to all 
who are interested in the psychology of man ; 
but it remains rich, creative, and rewarding 
only as long as we remain on purely empiri- 
cal grounds. As soon as we make a misstep 
and make one move beyond our purely em- 
pirical domain, we at once touch the vast 
and sensitive and awe-inspiring area of an- 
other domain: that of morality, religion, or 
at least theology and ontology. 

We psychoanalysts seem not fully to have 


noticed this, or not to have taken full cog- 
nizance of this our frightening proximity to 
the age-long human problems of the nature 
and meaning of our existence in relation to 
ourselves, to our fellow men, to the universe. 
It seems that we psychoanalysts have failed 
to take cognizance of the anxiety which these 
problems, or our proximity to these prob- 
lems during our daily work with patients, 
seems constantly to arouse. As a result some 
of us “escaped” into sociological emphases, 
or into cultural emphases, or into vague cul- 
tivations of vague self-esteem ; we started on 
the road of ad hoc, fragmentary philoso- 
phies, and used them as a substitute for the 
hard clinical facts which Freud uncovered 
and presented to us so convincingly. Hence 
the various psychoanalytic “schools,” created 
in my opinion as defenses against Freudian 
classical empiricism. We must add to this 
also the fact that psychoanalysis has tended 
to become not a scientific discipline but a 
movement, a movement duly organized, with 
constitutions, by-laws, and all the other ac- 
coutrements of power. Power is always a 
rather unsettling component of humar func- 
tioning. As every psychoanalyst knows, 
power is a corrupting component in human 
behavior. 

What conclusions is one warranted in 
drawing from the above? Not many, but the 
few there are appear to me pertinent: 

Psychoanalysts must learn to give up 
functioning with power. This is a desidera- 
tum which is not easily fulfilled, because 
power and striving for power are not the 
earmarks of psychoanalysis only but of the 
human being in general. Psychoanalysis— 
like, say, physics—has contributed immensely 
to our knowledge, and especially to the 
knowledge of the inner workings of the 
human mind and human emotions. This is 
a great deal, but it has precious little to do 
with regard to the essential fundamental 
issues of values, temporary and eternal, so- 
cial and individual, public and personal. The 
whole field of social and moral philosophy is 
outside the psychoanalyst’s scope, but it may 
not remain outside the competence of the 
psychoanalyst. This is another way of say- 
ing that a psychoanalyst, like any human 
being, must have a philosophy of life, or else 
he cannot function well as far as he himself 
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or his patients are concerned. More than 
that: a psychoanalyst, more than any other 
professional man, must cultivate a philoso- 
phy of values, because the field that he is 
working in is always on the borderline of 
ontological and moral issues. More than 
that: a psychoanalyst, more than any other 
healer or guide of human beings, must learn 
to be aloof yet interested, objective yet 
charitable. 

Again I must repeat, that none of these 
things is acquired by psychoanalysts by 
virtue of their psychoanalytic training. Some 
other, added training is seriously required, 
and this is not psychoanalytical training 


per se. In this respect it is forever puzzling 
and forever regrettable that so little atten- 
tion has been paid by psychoanalysis and the 
psychoanalytic movement to that which is 
the only frankly moral foundation in Freud’s 
teaching: I have in mind Freud’s own state- 
ment that he understood by Eros rather that 
which St. Paul designated in his Epistle to 
the Corinthians as Caritas. 

As you see, Freud himself, when he 
sought a truly moral-philosophical basis for 
the integration of his scientific findings, 
looked for it outside scientific empiricism— 
and sought it at one of the richest sources 
of moral philosophy. 
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PSYCHOANALYSIS: REFLECTIONS ON VARYING CONCEPTS: 
KENNETH E. APPEL, M.D., Pa. 


The essential spirit of Western civilization 
has been manifest here today in the discus- 
sions of three distinguished colleagues in psy- 
choanalysis. Socrates would have felt at 
home. Milton learned from his tutor at Cam- 
bridge the essence of Western education 
Quid dubitas? Quid quaeres? Whitehead has 
written that you should question your ab- 
stractions and convictions. Free-flowing 
curiosity, doubt, search, and questioning are 
the foundation stones of thinking and educa- 
tion. And there has been much of this here 
today. 

Mark Twain said somewhere that the 
worst of him was that he exaggerated so; 
it was the only way he could approximate the 
truth. If my remarks contain exaggerations, 
they are in the interest of clarification and 
brevity. 

Gitelson, the theoretician ; Alexander, the 
humanist ; and Zilboorg, the philosopher, have 
sketched striking perspectives. Gitelson 
etches with skill, theory, technique and prac- 
tice. One finds here precise delineations of 
the careful clinician. Here is the theory of 
practice. The history of psychoanalysis, 
especially during and after World War II, is 
reviewed, indicating the pressures for practi- 
cal help in the emergency of war, beth by the 
military and civilian population. This led 
analysts to search for modifications of psycho- 
analysis and the use of analytic insights in 
psychotherapy. Gitelson presents a tolerant 
understanding of those who have yielded to 
such therapeutic pressures. His position, 
however, is conservative with regard to ex- 
periment and trying the new. One feels al- 
most that he has misgivings when he says 
that “to some .. . it is given to push for- 
ward the discoveries that were begun by 
Freud with this method.” There is concern 
that unless analysis be practiced in its clas- 
sical form, it will be lost as a research tool. 
He feels serious apprehensions about brief 
analyses, and doubts about analysis becoming 


1 Read in the Section on Psychoanalysis at the 
111th annual meeting of The American Psychiatric 
Association, Atlantic City, N. J., May 9-13, 1955. 


contaminated with physiology, psychosomatic 
medicine, anthropology, and sociology. 

The danger, as it appears to me, is that the 
purist tends to become too isolated in his re- 
finements, perhaps unrealistically preoccu- 
pied, and in his specialization sees only par- 
tial relevancies. It can be like the cardiologist, 
who slips up on extracardiac causes of pre- 
cordial pain. This is not to imply that we 
do not need cardiologist, or specialists, or 
purists in psychoanalysis. 

It is not a question of either/or. There 
is need of both pure and applied scientists— 
both thinkers and therapists. There would be 
mutual enrichment if we had both on our 
medical faculties. Psychoanalysis could be 
better interpreted to students and medical 
colleagues. Daily contact of psychoanalysts 
with medical and surgical problems would 
elicit analytic contributions. It would bring 
into focus medical criticism of analysis and 
through mutual discussion help clarification. 
The isolation of analysis from medical clinics, 
hospitals, and faculties hinders its wholesome 
and effective development. 

Dr. Gitelson’s discussion of the essence of 
analysis is sharp and stimulating : the encour- 
agement of the transference neurosis—even as 
a suggestive maneuver—the reliving of the 
past in the present ; the interpretation of the 
resistances and transferences ; the explicit ver- 
balization of all thoughts, phantasy, feeling, 
attitudes, and impulses ; the exposure of un- 
conscious material; the resolution of the 
transference neurosis as the crucial therapeu- 
tic device. How all this experience provides 
the new beginning for the patient is not clear. 
Much remains to be discovered. Analysis has 
limitations in certain types of conditions and, 
while the figures may not express a fair pic- 
ture of the situation, the results of analytic 
therapy, as reported, are statistically not 
greatly superior to those of any other method. 
This calls for careful and elaborate research 
in a single institution, cooperating in a vast 
study, undertaken by a group of mature, 
effective psychotherapists, classical analysts, 
those practicing modified analysis, and even 
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experts in physical and pharmacological ther- 
apies. The purpose would be to make control 
studies, afford discussion and mutual criti- 
cism, study the processes involved in psycho- 
therapy and the advantages and limitation 
of its various forms. 

When Dr. Gitelson says the intention is 
to liberate the patient from the nonrationally 
compelling figures of his past and present, 
including the analyst, we shall have to admit 
many failures, When he remarks that the 
chief qualitative distinction of psychoanalysis 
from other forms of psychotherapy is the 
effort to destroy the suggestive influence of 
the authority of the analyst, one again recalls 
many failures. There is tremendous loyalty 
and devotion to the psychoanalytic move- 
ment; there is fear of departure from doc- 
trine, of deprivation of professional prestige, 
and loss of economic investment, in some 
cases. This may indicate the unconscious in- 
fluence of suggestion and authority in 
analytic thinking. Indoctrination, authority, 
professional prestige, and economic considera- 
tions are not a necessary part of psychoana- 
lytic training. They do not enter into the 
usual university graduate education. Experi- 
ments and efforts should be made to reduce 
and eliminate them. 

It is heartening to hear Dr. Gitelson say 
that Freud did not say the last word, that no 
science ever has, that much of theory will be 
revised. I believe this can best be accom- 
plished by a closer rapprochement between 
analysts and psychiatrists, as full-time men 
on medical school faculties. Here students 
could be trained on fellowships awarded by 
the faculty for exceptional ability, as is done 
in biochemistry, for example, and not on the 
basis of economy capacity. The analyst would 
have no financial interest in his student. I 
believe the quality of the experience would 
thereby be improved, as well as the relation- 
ship with other graduate disciplines, both 
medical and academic. 

Alexander—the humanist, the sociologist, 
and the therapist—places psychoanalysis in 
its historical and social setting. Self-exami- 
nation, introspection, self-consciousness ap- 
pear in response to stress and frustration. 
This happened in the Greece of Socrates, 
Plato, and Aristotle ; in the Renaissance, the 
Reformation, the French Revolution, the In- 


dustrial Revolution, and the recent world 
wars. Psychoanalysis, Alexander believes, is 
a response to the social pressures and crises 
into which the modern world has been cata- 
pulted. With its emphasis on the individual, 
his dignity, worth, and destiny, psychoanaly- 
sis represents an important movement for the 
preservation of a free society and individual- 
ity. One gathers that Alexander feels almost 
that psychoanalysis is the hope of man against 
communism, and that if psychoanalysis fails, 
we will be plunged into communism. 
Anxiety, in Alexander’s thinking, does not 
seem to depend alone on history and family 
experience, but is related to rapid social 
change. The push of energy drives through 
limitations, and produces growth, propaga- 
tion, leisure, and culture. To me this seems 
to be an unreasoned life urge with biological 
foundations and cultural ramifications, not 
unlike Bergson’s élan vital and Jung’s 
broader concept of libido. Growth, change, 
creativity, culture, adventure are concepts 
that Alexander emphasizes. He stresses re- 
lease from the past, freedom, aspiration, and 
vision. The Now is something different from 
the Past. It is not just adaptation. Change 
can and does take place in the individual. The 
individual can learn to change his environ- 
ment. Vis-a-tergo philosophy is not sufficient 
to explain the present. Man does not live 
by his past alone, but for his future also. He 
finds his unique identity in what he strives 
for. Alexander moves away from determinism 
into emergent, creative evolution—the think- 
ing of Bergson, Lloyd Morgan, and the Eng- 
lish philosopher S. Alexander. Reality is a 
process. Higher orders, though dependent on 
the lower, cannot be resolved into the lower. 
In the lower orders can be found no reason 
why the higher should exist or develop. The 
lower are the conditions, not the causes of 
the higher. Rank and Jung laid emphasis on 
creativity and the future as factors in psy- 
chology and psychotherapy. Practically, all 
this implies in therapy something in addition 
to the recovery of the past, the relation of 
impulses to defenses, and the interpretation 
of transferences and resistances. Very likely 
Alexander will be horrified by this flight into 
the empyrean, but I believe much of this is 
implied in his observations and reflections. 
Psychiatry is often too mechanical when it 
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follows a theory or routine too devotedly. 
The verbal, cognitive, ideational is only one 
aspect of treatment. It is perhaps in the un- 
flagging striving that healing chiefly comes. 
The psychiatrist’s presence and attitude keep 
effort alive. There is much communication 
without words. One can show interest, pa- 
tience, consideration, friendliness, willingness 
to try to help, before one says very much or 
when one says very little. It is the attitude 
that helps healing. I am not sure that identi- 
fication with persons and constructive ends 
is not of more importance socially and in psy- 
chotherapy than reasoning, reductive analy- 
sis, and selective reconstruction of the past. 
Much of growth is unconscious. Much of 
psychotherapy is unconscious reorganization 
of the personality. The growth impulse in 
the therapist touches or taps the Eros in the 
patient’s id. Intellect, words, ideas, some- 
times seem like frozen blocks of life instead 
of warm, vital, and flowing as emotional and 
esthetic experience often is. Alexander, in 
his concepts of abundant energy, growth, cul- 
ture, creativity, breaks through certain con- 
ceptualizations that often seem artificial, 
secondary, and derivative, and mobilizes the 
emotion of Eros. Determinism and the repe- 
tition compulsion are broken through by the 
stimulation of Eros, realistically disciplined 
and socialized. We might almost speak of an 
adventure compulsion(1, 2). 

The concepts of Alexander fit into much 
recent thinking of the physicists and mathe- 
maticians. Causation is revised. It is no 
longer thought to be a lineal relationship. 
Causation is a constellation of factors. Rela- 
tionship is more like an organism than a 
machine (Whitehead). The old mechanical 
model of the physical world is no longer 
satisfactory (3-8). 

There has been a cultural lag in psycho- 
analysis. The natural world of Newtonian 
physics, with its mechanics of mass, motion, 
and determinism, was thought by Freud to 
be the most solid frame of reference for 
thinking. But traditional concepts of deter- 
minism and causation are no longer satisfac- 
tory for modern physics. Following Charles 
Peirce, James, Bergson, and the modern 
physicists, the door is open for change, new- 
ness, and creativity, in a very real sense. 
There is logical and philosophic sanction for 
new developments in psychotherapy. 


Alexander says one of the basic diseases of 
our time is the crisis of wishing—wishing to 
be free and wishing to have security, indi- 
viduality, and conformity. The hope for man 
and society he believes is psychoanalysis. 
Certainly the stimulation and contribution 
brought by psychoanalysis is inestimable. It 
has brought light where there was darkness, 
order where there was chaos, understanding 
where there was confusion, and hope where 
there often was despair. However, hope has 
perhaps made us ask too much of psycho- 
analysis. Frustration and despair have com- 
pensated themselves perhaps by megalomanic 
demands or wishes about psychoanalysis. The 
philosopher Zilboorg does not pin all his 
hopes for salvation on psychoanalysis. 

Zilboorg maintains that psychoanalysis has 
contributed little from the point of view of 
values and the development of a philosophy 
of life. Yet the great problems of life are 
problems of values. Therefore the analyst 
must get his values and philosophy elsewhere. 
If I understand Zilboorg correctly, he thinks 
psychoanalysis is too individualistic, rela- 
tivistic and neutral, detached and isolated, to 
afford a philosophy of life. It is not inte- 
grated with man’s basic search for values and 
security-giving institutions. According to 
Zilboorg, Freud found his moral foundation 
for psychoanalysis in Caritas as an extension 
of Eros. It is very difficult for the analyst to 
remain objective and yet interested and 
charitable. Only with a sense of values of 
his own will the analyst be able to do this 
effectively. If values are not there, the pa- 
tient will feel it. The various schools with 
their partiality, if I understand Zilboorg cor- 
rectly, seem to be trying to compensate for 
the anxieties felt when the borderlines of the 
great problems of life are encountered. Psy- 
choanalysis has remained apart from religion 
and morality, the theories of right and wrong, 
and their meaning. What is the meaning of 
life? What are its values? What gives it sig- 
nificance? How should conduct be ordered 
and directed in view of the answers to these 
questions? The positivists say that thinking 
should be confined to problem solving. But 
the answers to practical problems will depend 
on the values developed in answering funda- 
mental ones, It seems almost as if the psy- 

choanalysts are frightened of the value world. 
They move up to the edge of it, then shy 
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away, or avoid it. An analyst said to a 
suicidal patient, “It is not my job to care 
whether you survive or not. It is my job to 
help you see the reasons why you feel as you 
do.” This kind of objectivity or neutrality is 
not participating in the wholeness and gen- 
uineness of life. Formalized relationships and 
the process of rendering the unconscious 
conscious will not necessarily develop a pur- 
pose for living in a patient, or result in a 
contributing, socialized member of society. 
The individual must identify with vital and 
contributing persons—those who have a phi- 
losophy of life—in order to develop values, 
goals and purposes through such relation- 
ships. It requires charity as well as objectiv- 
ity on the part of the analyst. 

Dr. Zilboorg has indicated how passions 
that have been evoked in the history of sci- 
ence have interfered with the acceptance of 
scientific facts—most familiar to us in the 
life of Galileo and here illustrated by della 
Porta and his attitude toward William Gil- 
bert. Zilboorg is saying, I think, that homo 
scientificus is not homo sapiens, when there 
is lack of integration of facts with values. 
Overemphasis on mechanism, acquisitiveness, 
and power distorts and destroys life as della 
Broglie indicates, and threatens the survival 
of civilized society. 

Such overemphasis is destructive ; it lacks 
integration with the whole. In psychoanaly- 
sis as an organized “movement,” as Zilboorg 
points out, didacticism, assertiveness, and 
scientism sometimes constrict its effectiveness 
and isolate it from the company of scholars 
and scientists. A remedy for this would be 
to bring analysts into full-time relationship 
with the faculties of universities and medical 
schools. 

However, analysis has not remained as 
purely scientific and objectively aloof as Zil- 
boorg seems to believe. Motivational theory 
has often been extended practically into 
hedonistic ethic. Certainly writing and prac- 
tice have not emphasized the Caritas which 
Zilboorg points out. Finally, in Zilboorg’s 
abstract he speaks of the core of psychoanaly- 
sis as being psychotherapy. This surely is the 
pragmatic sanction and urge that motivates 
most of us, its practitioners. However, in 
my opinion, the method of psychoanalysis 
in investigating the human mind, both con- 


scious and unconscious, and the motivations 
of the human personality will prove to be the 
enduring core and contribution of psycho- 
analysis which will long outlast psychoanaly- 
sis as a therapeutic tool. 

I wish that Dr. Zilboorg and the others 
could have given more time to the discussion 
of scientific methodology. From this point 
of view, Northrop, in The Physical Sciences, 
Philosophy, and Human Values, has observa- 
tions that are important(9, 10). He speaks 
of the need for objective checks and measure- 
ments as to the correctness of an ideology. 
He believes that philosophy and ideology 
should be derived only from a verified sci- 
entific theory of nature. (This is disputed by 
the physicists Blackett, Margenau, and Van 
Vleck.) Northrop’s view of scientific meth- 
odology includes first ‘the collection of the 
empirical data of observation; then postu- 
lates are made ; then, experimental procedure 
is formulated by deductive theory. The ex- 
periment is then made and the hypotheses 
either verified or not, “with the same results 
for one person who pursues them with under- 
standing as they give for another.” It is ob- 
vious that in psychological psychiatry and 
psychoanalysis only the first steps are being 
taken in scientific method. There is difficulty 
in consensual validation of observations. 
Even facts turn out to be not matters of sim- 
ple observation but highly complicated “con- 
structs.” The selectivity of observation and 
the possibilities of error in retrospective re- 
construction have scarcely been touched from 
the scientific and research points of view. 
However, experiments are gradually being 
formulated and conducted and there are many 
areas where research can be profitably de- 
signed and carried out(12). 

May | now extrapolate a bit on Zilboorg’s 
thinking? The twentieth century is called 
the “Age of Anxiety.” A discussion on 
Kierkegaard by Huben in Four Prophets of 
our Destiny(13, 14) is apropos and will give 
a brief orientation important for psychiatrists, 
with regard to religion. Dr. Zilboorg could 
have presented it far more effectively than I. 
Anxiety is in the forefront of religious dis- 
cussion today, especially among the existen- 
tialists. Anxiety of nothingness, of death, of 
meaninglessness, of existence, is discussed as 
well as the anxiety of helplessness, hostility, 
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guilt, condemnation, disapproval, and castra- 
tion. 


Fear, anxiety, the “holy terror” of Berdyev, the 
Lebensangst of Kafka, and the proverbial sense of 
suspense have, with Kierkegaard, their balance in 
God’s love, that incomprehensible grace that digni- 
fies life and restores victory. Man is guilty, but 
he is also redeemed from this guilt. Today man is 
less willing to risk the “leap” into the uncertainties 
ot believing and is inclined to foster that assurance 
which reason, logic, science, or dogma are sup- 
posed to supply [p. 39]. 

Spirituality . . . cannot be caught in the images 
of logical communication ... existence [is] be- 
coming, fluctuating, evolving, and its logical formu- 
lation is always apt to be inauthentic [Heidegger], 
too massive and stationary ... the essence of hu- 
man existence is uncertainty, the very realm in 
which faith (not knowledge) must live to become 
meaningful [p. 12]. Man evolves, or becomes, by 
moral striving and tension . . . the process of be- 
coming is primarily an inward growth [p. 29]. 
Salvation lies in maintaining faith. Unrest, un- 
peace of mind, insecurity are the never ending ac- 
tivities of life . . . in contrast to the techniques of 
psychological massage that promise such smooth 
sailing to the modern peace of mind thinkers [p. 32]. 
For Descartes’ “I think, therefore I am” the reli- 
gious Existentialists say, “I believe, therefore I am 
[p. 28].” Life must be understood backwards but it 
must be lived forwards [p. 24]. 


These quotations have been given to ex- 
trapolate somewhat on Zilboorg’s thinking 
into the realms of a very active, religious, 
philosophical movement. Most psychiatrists 
are disconnected culturally, I fear, from 
much of curent religious thinking and from 
philosophical and scientific frames of refer- 
ence....It is clear that distinguished 
thinkers in other disciplines are developing 
concepts that might be very helpful to us. The 
various conferences and academies of re- 
ligion and psychiatry testify to new develop- 
ments as Dr. Zilboorg indicated. 

Knowledge is not enough. Action, faith, 
devotion, becoming, participation in the 
whole of life are frames of reference from 
other fields which will help strengthen our 
endeavors. 


Das ist der Weisheit letzter Schluss: 
Nur der verdient sich Freiheit wie das Leben, 
Der taglich sie erobern muss [15]. 
(Only he deserves freedom in life who daily wins 
them afresh.) 


Three analysts have here expressed their 
credo in regard to psychoanalysis. Gitelson 
has placed his faith in the theory and method 
of classical psychoanalysis; Alexander has 
expressed the social mission psychoanalysis 
is fulfilling in opposing crisis and chaos ; and 
Zilboorg has voiced his conviction that psy- 
choanalysis must meet the challenge of the 
philosophical and religious values which are 
on the borderlines of psychoanalysis. 

A Swedish preacher was moved by the 
deep impression his sermon made on his 
congregation—many were reduced to tears. 
So finally, he said in closing, “You needn't 
feel too badly about it all; there’s still a 
chance it isn’t true.” 
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THE DISTRIBUTION OF PSYCHIATRIC SYMPTOMS IN A 
SMALL TOWN 


DOROTHEA C. LEIGHTON,’ M.D., Taumanspure, N. Y. 


INTRODUCTION 


This is a preliminary report of some of 
the findings of an epidemiological study of a 
town which we shall call Bristol (population 
about 3,000). Our focus of interest is the 
occurrence of symptoms usually indicative 
of some degree of mental illness, 

This town is part of a larger whole, a 
county of 20,000. The central aim of the 
research program is to determine the relation- 
ships between the socio-cultural environment 
and the distribution of psychological dis- 
orders in this county, The approach has been 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J. 
May 9-13, 1955. 

2 The research program from which this state- 
ment comes has been named the Stirling County 
Study. It is being conducted by Cornell University 
in collaboration with the Department of Public 
Health of the Province of Nova Scotia and with 
the cooperation of Acadia and Dalhousie Universi- 
ties. Invaluable help has also been provided by the 
Faculté des Sciences Sociales, Université Laval. 
Within Cornell, the Stirling County Study is at- 
tached administratively to the Social Science Re- 
search Center and is sponsored by the Department 
of Sociology and Anthropology of the College of 
Arts and Sciences and by the Department of Psy- 
chiatry of the New York Hospital and Cornell 
University Medical College. 

Financial support is provided by the Carnegie 
Corporation of New York, by the Department of 
National Health and Welfare of Canada and the 
Department of Public Health of the Province 
of Nova Scotia, and by the Milbank Memorial 
Fund. 

* While the author named above wrote the article, 
there were 4 other main contributors: Eric J. Cleve- 
land, Alexander H. Leighton, and William D. Long- 
aker, psychiatrists; and Richard Schwartz, statis- 
tician. For help with critical suggestions and the 
provision of facilities, grateful acknowledgement 
is also made to Drs. Douglas G. Black, Oskar 
Diethelm, Robert O. Jones, Guy LaRochelle, 
Douglas E, Lewis, Clyde Marshall, John R. Mc- 
Cleave, Thomas A, C. Rennie, James S. Tyhurst; 
and also to Garnet E. McCreary, Ph. D., statisti- 
cian, and to Jean Downes and Robin Williams for 
manuscript review. Even such a list leaves out many 
who contributed in a large measure to the plan or 
the details of the investigation, such as interviewers, 
community leaders, statistical assistants, and coop- 
erating respondents. 
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fourfold: through the establishment of a 
psychiatric clinic and epidemiological team ; 
through psychological surveys; through so- 
ciological surveys; and through anthropo- 
logical interviewing. The main study began 
in 1950 and still continues; the field work 
for the Bristol area, the subject of this re- 
port, began in June 1952 and was completed 
in January 1954. 

We shall make no real attempt to introduce 
speculative interpretations, but hope that the 
findings as they stand will contribute some- 
thing of interest regarding the total amount 
of psychopathology to be expected in a gen- 
eral population—both that which has come 
to medical attention and that which has not. 
That is, we are reporting an approach to a 
true prevalence study, which we hope has 
relevance to planning psychiatric services and 
education and as a base on which to build 
further research. 

Ours is by no means the first study of the 
mental health status of a population. One of 
the pioneering investigations was begun in 
1935 in Williamson County, Tennessee(1), 
another was made in the Eastern Health 
District of Baltimore in 1936(2, 3). As the 
methods used differed from each other and 
from those we applied, great caution is neces- 
sary in comparing the results. A third type 
of contribution stems from the study of 
mental illness in Selective Service registrants 
1940-43(4). This is even less comparable be- 
cause of the limitations of age and sex and 
the special consideration dictated by the war 
emergency. 

Other on-going studies of community 
mental health are being made in New Haven 
(5), Syracuse(6), and Wellesley(7), in ad- 
dition to the one reported on by Dr. T. A. C. 
Rennie(8) at this meeting. Interesting ma- 
terial has also appeared regarding the com- 
munities of Hutterites(g) in Alberta, Mani- 
toba, Montana, and South Dakota. 

In Williamson County a 1-day prevalence 
of both active and inactive cases of mental 
disorder in the population was 69.4/1,000. 
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In Baltimore a yearly prevalence of cases on 
the active list at various agencies at some 
time during the year was found to be 60.5/ 
1,000. Selective Service figures show mental 
illness as the sixth most common defect 
among the young men examined, with a prev- 
alence rate of 55.2/1,000. 


METHOD 


The case-finding effort was divided into 
2 distinct phases: first, a search of institu- 
tional records and, second, a true prevalence 
study. 

Phase 1.—Our initial step was to conduct 
a search of the records of the hospitals com- 
monly patronized by our population for in- 
formation about all persons who had ever 
been hospitalized and for what reason.‘ This 
included the local and 2 metropolitan general 
hospitals, 1 veterans’ and 1 mental hospital. 
The names of everyone who had an address 
in the town were collected, together with the 
diagnosis, where available, or reason for ad- 
mission—a total of 609. Later these were 
sorted according to diagnosis into 4 groups: 
(1) Those whose condition was almost cer- 
tainly of psychiatric significance (all who had 
mental hospital records and others where 
there was a psychiatric diagnosis of some 
sort) ; (2) those whose diagnosis was prob- 
ably of psychiatric significance (ulcers, co- 
litis, allergic conditions, hypertension, “dys- 
pepsia,” etc.) ; (3) those whose diagnosis 
might possibly have psychiatric significance 
(exploratory operations, hysterectomies, thy- 
roidectomies, neuralgias, chronic constipa- 
tion, “not yet diagnosed,” etc.) ; (4) those 
with apparently no psychiatric overtones (ap- 
pendectomies, amputations, childbirth, etc.). 

The next step was to take a census of the 
adult population of Bristol as of a given date, 
then compare it with the names obtained 
from the hospital records and eliminate 
everyone not a resident of Bristol on that 
date, Finally, the patients falling in the A, 
B, and C, categories were selected for further 
investigation, reducing the number to 94, or 
a rate of approximately 47/1,000 adults. 

We then undertook a follow-up question- 
naire interview of each of these persons in- 


4 This part of the study was directed by James S. 
Tyhurst, M. D. 


cluding inquiry regarding health status as 
well as socio-cultural data. This material 
made it possible to refine further the assign- 
ment of individuals to the A, B, C groups. 

Phase 2.—By search of records and follow- 
up interviewing, we had increased our in- 
formation about individuals whom we already 
knew were, or had been, sick. What we still 
wished to know was: “Are there any people 
(and if so, how many) in the population as 
a whole who are equally sick, but whose 
names do not appear on our lists?” 

To answer this question, we drew a 
random sample (approximately 20% )* and 
interviewed these persons in much the same 
way as we had those whose names had been 
listed in the institutional records. We hoped, 
by this means, to discover any persons who 
might not have sought hospital aid, but whose 
symptoms could be brought to light readily in 
an interview. A total of 304 was drawn of 
whom 21 (7%) were lost by one means or 
another, so that our data come from 283 re- 
spondents. 

The interviewing of the random sample 
was conducted by 8 individuals, 3 men and 5 
women. Two of the group were psychiatrists 
and helped with the training and supervision 
of the others, who all had experience in ad- 
ministering sociological types of question- 
naires. Interviews were conducted in a 
leisurely manner to give the respondents a 
chance to discuss both their symptoms and 
their life situation. The interviews ranged 
from 45 minutes to several hours. 

The questionnaire form was made up of: 
A front sheet for identifying data; several 
general questions about health, illness, and 
hospitalizations ; a check-list of common adult 
diseases and symptoms including some usu- 
ally classified as psychosomatic (gastro-in- 
testinal, headaches, etc.) with space for 
marking time of occurrence, duration and 
severity ; a series of selected questions cover- 
ing some kinds of psychiatric symptomatol- 
ogy (trouble sleeping, mood, palpitations, 
nervousness, worry, etc.). Then, in order to 
relate state of health to socio-cultural factors, 


® The intricacies of this sampling will be described 
in detail in a later publication. The sample was 
weighted toward including people in the role of 
male or female heads of households and hence was 
not strictly random. 
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there were questions covering : family health ; 
misfortunes; broken home; date of birth; 
extent and type of schooling ; language and 
ethnic group identification ; marital status and 
changes ; place in the family ; migration his- 
tory; number of children; religious affilia- 
tion ; occupation history and attitudes ; details 
of housing and possessions. At the end was 
a page on which the interviewer could record 
his impression of the type and condition of 
the house, the attitude of the respondent, and 
other evaluative comments. 

When the questionnaires were completed, 
pertinent information in the hospital records 
was added, and finally, two general practi- 
tioners were interviewed regarding their 
knowledge of each of the individuals in the 
sample. Both these doctors were widely 
acquainted with the community and knew 
most of the respondents. Their extensive 
and intimate knowledge, derived both from 
their medical practice and from active par- 
ticipation in community affairs, such as serv- 
ing on the school board, police commission, 
service clubs, etc., was of great importance 
in rounding out the picture of the respondent 
which the questionnaire provided, They were 
able to give psychological and social data as 
well as health assessments, and were system- 
atically requested to do so. Certain addi- 
tional information was also obtained from 
other sources well acquainted with the entire 
community. 

As the folder on each individual was com- 
pleted, the work of psychiatric evaluation 
began. After considerable experimentation 
we decided to forego any attempt to diagnose 
each person, but dealt explicitly in symptoms. 
This meant severe limitation in terms of 
dynamic implications but had the advantage 
of not carrying us beyond our data. 

Eventually, we devised an evaluation sheet 
to provide essentially a summary of signifi- 
cant items in the record and a clinical judg- 
ment of their nature and seriousness, (See 
Table 1.) 

The nomenclature used is that suggested 
in the 1952 Diagnostic and Statistical Manual 
of The American Psychiatric Association, 
with the important modification that the 
terms are not diagnoses but short-hand ways 
of designating constellations of symptoms. 
In consequence, multiple terms are employed 


for each record to do justice to the variety 
of symptoms. Our data often gave no indica- 
tion as to which set of symptoms was the 
most important. 

These evaluation sheets were prepared in- 
dependently by 4 psychiatrists who knew 
the community. In addition, a small spot- 
check was made by 2 other psychiatrists who 
were not acquainted with the community. 
Thus we had the benefit of psychiatrists who 
knew the cultural and social context as well 
as psychiatrists unacquainted with the com- 
munity and therefore free of such bias as 
might be inherent in this kind of intimacy. 
The latter provided, in short, an independent 
view. 

Besides listing and naming the symptoms, 
each psychiatrist rated the respondents on a 
scale of 4, as to whether or not he thought 
the individual showed symptoms significant 
of mental illness. This rating was similar 
to that made of the original hospital data. On 
this scale: A meant that the individual 
showed symptoms that were almost certainly 
indicative of psychiatric disorder (been in a 
mental hospital or had a nervous breakdown, 
or described anxiety attacks, for example) ; 
B meant that the individual’s symptoms were 
probably indicative of psychiatric disorder 
(asthma, ulcer, hypertension, sociopathic be- 
havior, etc., and also cases where the symp- 
toms suggested psychoneurosis or psychosis, 
but were too vague to warrant inclusion un- 
der A); C meant that the symptoms might 
be indicative of psychiatric disorder, a bor- 
derline category (a person who said he had 
“high blood pressure,” perhaps, but who gave 
no other symptoms and whose statement was 
not substantiated by the doctors) ; D meant 
that the record showed no evidence of any 
symptoms of psychiatric significance. 

Another important judgment made by each 
evaluator was a rating of the degree of im- 
pairment related to each symptom pattern 
and also the degree of impairment suffered 
by the respondent from all his symptoms. 
This was, perhaps, the least well founded of 
any of our judgments, since the data in the 
records were scant on this point. The scale 
specified in the A.P.A. Manual was used: 
None; Minimal—up to 10% ; Mild—10%- 
30% ; Moderate—30%-50% ; Severe—over 
50%. 
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I. 


Findings. 
(Respondent ) 


N.B. These items are not the 
original data, but a summary 
thereof for convenience in 
evaluation. 


( Respondent ) 
(Dr. A.) 
(Dr. B.) 


Comment. 


TABLE 1 


SampLe Evaluation SHEET 


50 years 


House # 93-11 
Indicative of Illness 


. Hay fever as a child. 

. Severe upset stomach eight years ago. 

. “Used to be” bothered a lot by nervousness; couldn't stand noise. 
. Rheumatism at age 15, serious. 

. Has felt like nervous breakdown 1-2 times. 


Nervous breakdown at 18 after marriage. 


. Sometimes tired mornings. 
. Dizzy spells when younger. 


Cold sweats formerly, not now. 
Often sick headaches, better now. 


. Sometimes loss of appetite. 


Sometimes worries a lot—finances. 


Indicative of Health 


. Health has never affected the amount of work she does. 
. She has only minor ills. 
. Her health is good. 


Item d. above probably refers to rheumatic fever. 


Symptom Patterns. 


A. Psychophysiological 


1. Respiratory 003-580: Hay fever 


Time: As a child 


Duration: Childhood or less 


Impairment: None. 


Gastrointestinal 006-580: Severe stomach upset, loss of appetite. 


Time; Current. 


Duration: At least 8 years. 


Impairment: Minimal. 
Headaches ooy-580: 
Time: Current. 
Duration: Unknown. 
Impairment: Minimal. 


Total psychopsychological impairment : Minimal. 


B. Psychoneurotic Reaction 


1. Other 000-x0y: Nervous breakdown at 18, general nervousness, fear of nervous breakdown, 


dizzy spells, cold sweats, 


Time: Current. 
Duration: Since youth. 
Impairment: Minimal. 


worry about finances. 


Total Impairment. 
(SIGNED) 
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Finally, the onset of the symptom pattern 
was noted as accurately as possible, and also 
the length of time it lasted. 

After preparing individual evaluation 
sheets, the 4 psychiatrists met, compared 
their sheets, and agreed upon a final joint 
evaluation which represented the group’s 
best judgment on all these points.* 

With such a random sample, with a ques- 
tionnaire which included many questions on 
both physiological and psychiatric symptoms, 
and with information from doctors, one 
might expect to uncover a larger proportion 
of mental illness in the general population 
than when cases were found by enquiry 
from agencies and informants; especially 
since, as in the Williamson County and Hut- 
terite researches, we included any psychi- 
atrically significant symptom reported for the 
person’s lifespan rather than limiting the in- 
vestigation to those bothering him currently. 
Our findings thus dealt with the lifetime 
prevalence of psychiatric symptoms among 
Bristol adults. 


FINDINGS 


The individuals in the sample ranged from 
the few whose records mentioned no signifi- 
cant symptoms through the many with symp- 
toms of varying seriousness and multiplicity 
to the few whose symptoms suggested almost 
every conceivable reaction type. This compli- 
cated array of data arose partly because of 
our method: we had used no external meas- 
ure of “illness,” such as appeal for help to 
a doctor or social agency. We were faced 
therefore with the urgent question, “What 
shall we take as a cutting point between 
those to be considered psychiatrically ‘ill’ 
and those psychiatrically (and in other re- 
spects) ‘well?’” 

This led us to consider the purpose of the 
cutting point: were we trying to separate 
individuals needing help from those who 
seemed to be functioning fairly well regard- 


® These were attacked seriatim in groups, which 
meant that individual psychiatrists tended to modify 
their definitions in the process. An interesting study 
will be to trace the development of this evaluation 
process and also to estimate the loss of reliability 
that would be experienced by using fewer psychi- 
atrists. Experiences in using multiple judges of 
X-Ray films raises pertinent questions (12). 


less of symptomatology ? Were we endeavor- 
ing to discover individuals who raised social 
difficulties such as being unable to support 
their families because of their illness, or 
who caused concern because of sociopathic 
behavior? Or did we want a rough measure 
of where individuals belonged on a sickness- 
wellness range so that we could correlate 
their state of health with various social and 
cultural factors? 

Although the evaluation sheet items were 
duly coded, punched onto cards, and machine- 
sorted, even the machines failed to solve the 
problem of the location of a cutting point 
that would do justice to all aspects of the 
situation, or even that could be easily applied 
to one or two aspects. Our solution was to 
align the data in such a way that different 
cutting points could be chosen readily for 
varying purposes. 

This preamble to a presentation of our 
findings is necessary in order to emphasize 
their complexity. We also emphasize that 
the accompanying tables are tentative—not 
because we doubt our data, but because of 
the many considerations involved regarding 
the use to which cutting points may be put. 
Consequently, it is impossible to present a 
constellation of rates or percentages that we 
are prepared to advocate for all purposes. 

One further qualification: as yet, this 
study does not deal in the mental health of 
children under 18 years of age. Our figures 
refer exclusively to adults. This, of course, 
affects the rate we have calculated to the 
extent that we can only guess what the final 
rate will be when the child-health picture 
is known. If children show little disturbance, 
the adult rate might be reduced by half or 
more as a population rate, whereas, if the 
child rate should approach the adult rate, the 
total rate for the population would remain 
about the same. Although not included in 
this report, children have been studied to 
some extent as part of the research program. 
For example, a nursery school was operated 
for a month on two occasions; a study of 
child-rearing practices was made of a sample 
of families in several different communities 
in the county; children are treated at the 
psychiatric clinic; and school children have 
been surveyed in a number of ways. 

The over-all figures for psychiatric rating 
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TABLE 2 


DistrRisuTION oF RATING CATEGORIES, PERCENTAGE 
or SAMPLE 


Percentage 
Rating Impairment % 
A 37 
A and B, more than 10%............+-- 48 
A and B, less than 109%.....cccccsseees 17 
Total A and B, all degrees of impairment..... 65 
14 
100 


and impairment are seen in Table 2. We feel 
fairly sure that 370/1,000 is the firm core 
of a prevalence figure for our population ; 
that is, we could expect fairly general agree- 
ment among psychiatrists that the individuals 
represented in the 37% are psychiatric cases 
and that, whether under treatment or not, 
they need it. 

Using this table, one might say that if 
planning of psychiatric services for the com- 
munity were under consideration, account 
would certainly have to be taken of the 37%, 
with the expectation that some of the “B, 
more than 10% impaired” (11%) would 
also appear for help. On the other hand, if 
the interest were chiefly to determine corre- 
lations between the occurrence of psychiatric 
symptoms and various socio-cultural factors, 
then it would be appropriate to disregard im- 
pairment and pay attention only to the pres- 
ence or absence of significant symptoms. In 
this case the figure to be used would be 
65% which represents the total who were 
rated A or B with all degrees of impairment. 
If a current prevalence rate had been desired 
rather than a lifetime prevalence, most of 
the individuals omitted from the rate would 


TABLE 3 
COMPARISON OF VARIOUS EPIDEMIOLOGICAL STUDIES AS TO MeTHOD AND RATE 


be the ones now represented by the 7% of 
“A, less than 10% impaired.” These persons 
had an almost certain psychiatric illness, but 
in the past. 

At this point, it is interesting to compare 
the rates and methods of various studies as 
seen in Table 3. It can be seen at a glance 
that the rate obtained depends heavily upon 
the method used. A possible exception is 
the Selective Service figure which may de- 
pend even more on the age and sex limita- 
tions of the population examined. However, 
even in this case the rate varied greatly from 
year to year, depending on manpower needs 
and the effect of wartime on symptomatology. 

It is fairly obvious that the number of fish 
caught depends on the size of the holes in the 
net : if the net is coarse, fewer stay in it. The 
net referred to is the method used. Evidently 
a search of hospital records, even when not 
limited to mental hospitals, is the coarsest 
type. A search of agency lists comes next, 
then the use of local informants, and most in- 
clusive is the direct tackling of the population 
under study with supplementary institutional 
and medical information, 

The proportions of the various symptom 
patterns ’ can be seen in Table 4. The term 
“brain syndrome” includes here only a few 
epileptics and persons with senile changes. 
“Mental deficiency” as defined in the A.P.A. 
Manual covers all grades of feeblemindedness 
from “dull normal” to the grossly defective. 
We had only a crude estimate of this, but 
applied it conservatively. It is unlikely that 
anyone would have been noted as mentally 
defective if he were no worse than “dull 
normal.” On the other hand, no one in our 
sample was so grossly defective as to require 


7 As noted previously, these terms are employed 
descriptively according to definitions given in the 
A.P.A. Manual. 


Methods used Rates found 
PE  snbashehecnebocexas Seen in hospital for psychiatric-type complaints 47/1,000 adults 
Selective Service .......... Rejected as unfit on neuropsychiatric * grounds 55/1,000 examined 
.-.In active care of social agencies 61/1,000 population 
Williamson County ........Local informants plus interview 69/ 1,000 population 
.....Interview of random sample, plus physicians, plus 370/1,000 adults 


hospital records 


* These were the 2 most frequent diagnostic types—psychoneurotic disorders and psychopathic personality—and ac- 
neuropsychiatric re. 


count for “‘more than 8 out of 10 rejectees” for 


* 
4 
| 
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TABLE 4 


PrevaAcence or Symprom Patrerns. 
or SaAmpte* SHowinc Vagious PAtrerns 


Symptom pattern Percentage 
Brain syndrome 

Mental deficiency 

Psychosis ¢ 

Psychophysiologic 

Psychoneurotic 

Personality trait disorder 

Sociopathic disturbance 


* Since many individuals showed more than one symptom 
pattern, there is much overlap and the total far exceeds 
100%. "This table should be read: 
“Brain syndrome.... 3% No brain syndrome.... 
etc. 

t These are only the frank psychoses. It is quite possible 
that mild or incipient psychoses were classified under some 
other heading, such as Psychoneurotic. 


custodial care—all were functioning inde- 
pendently. For the balance of the table, the 
terminology is reasonably self-explanatory. 

The significant sex differences found are 
shown in Table 5. It is interesting that the 
trend here is for more males to show mental 
deficiency than females, as Malzberg(10) 
found in his study of New York State insti- 
tutions for the feebleminded. 

Table 6 shows a striking coincidence of the 
presence of psychophysiologic conditions in 
persons with psychoneurotic symptoms. A 
similar relationship was seen in respondents 
presenting evidence of both personality dis- 
order and psychophysiologic symptoms, but 
this was not true of any of the other sympto- 
matic categories. The most notable exception 
is the sociopathic category, which contains 
more cases than any other of the other non- 
correlating categories and represents a rather 
unique reaction type. 


TABLE 5 


Sex Dirrerences * Seen 1n Some Symptom Pat- 
TERNS: PeRCceNTAGE OF MEN AND OF WOMEN 
Snowinc Tuese Patrerns 


Pattern Femalest Males t 
Psychoneurotic 
Psychophysiologic 
Combined psychoneurotic and 
psychophysiologic 

Mental deficiency . 

* These differences would occur by chance less than 1% of 
the time. 


tIn this table, 
males, i.e.: 


100% is all the females or all the 


Females 


“Psychoneurotic 
Not psychoneurotic 


TABLE 6 


COMPARISON OF PERCENTAGES OF INDIVIDUALS 
SnHow1nGc AND PsycnHo- 
PHYSIOLOGIC SyMPTOM PATTERNS 


Psychophysiologic 


Psychoneurotic 


23% 100% 


Table 7 presents the almost linear relation- 
ship between increasing numbers of psycho- 
physiologic symptoms in an individual and 
the concomitance of psychoneurotic symp- 
toms. It raises the question of the feasibility 
of assessing the psychoneurotic potential of a 
population by poting their psychophysio- 
logical complaints. This table may possibly 
be an artifact of the method since the obser- 
vation of multiple psychophysiological com- 
plaints would lead many psychiatrists at once 
to impute psychoneurvsis. We endeavored to 
avoid such effects but it will take more study 
to determine how well we succeeded, In any 
case, our findings are in line with the recently 
reported study(11) of men undergoing pre- 
induction examination. There it was also 
found that a large number of physiologic 
complaints on a questionnaire was common 
among those rejected by psychiatrists and 
among those who performed poorly during 
their first 4 months of service. 


CONCLUSIONS 


We wish to reiterate that this is a pre- 
liminary report on a pilot study for a larger 
area, Our purpose in presenting it is two- 
fold : 

1. To provide a glimpse at what an ap- 
proach to a true prevalence study reveals of 
the number of people with psychiatric symp- 
toms, as well as the quality and proportions 
of the symptoms. This has important implica- 
tions for the planning of mental health 
service and education. 

2. To provide the background for explor- 
ing dynamics. We hope to further this by 
completing correlational studies with socio- 
cultural factors, not only for the town but 
for the whole county. Other facets include 
studies of relevant dynamic processes both 
from intensive work on clinical cases and 


Yeo No Total 
: 
” 
etc. 
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TABLE 7 


RELATIONSHIP Number or SYMPTOM PATTERNS AND PRESENCE 
or ABSENCE OF SyMpPpToMs * 


Psychoneurotic 


Number of psychophysiologic symptom patterns per individual 


symptoms 
1 


Present (%) 47 
Absent (%) 58.3 


2 3 4 5 6 8 
54.3 70.4 75. 88.9 100 100 


* There is some possibility that the occurrence of multiple pevchonty eet ical symptoms in a record may have in- 
d 


fluenced the evaluators to regard such a person as psychoneurotic even i 


id not describe marked psychoneurotic symp- 


toms. Further study is needed to determine the extent of this possible contamination. 


from investigating asymptomatic individuals. 

On the basis of our experience it appears 
that various kinds and degrees of psycho- 
pathology are much more widespread than 
previous studies have indicated, and that this 
conclusion arises from the sampling of the 
general population instead of limiting the 
group studied in the various ways that have 
been used. 

Much remains to be determined as to 
standards that will be employed to categorize 
individuals as “sick” or “well.” Until this 
is accomplished, any figures showing preva- 
lence rates or percentages are extremely 
tentative. 
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PROBLEMS OF THE AGING: CONCLUSIONS DERIVED FROM TWO 
YEARS OF INTERDISCIPLINARY STUDY OF DOMICILIARY 
MEMBERS IN A VETERANS ADMINISTRATION CENTER '* 
ERNEST J. FOGEL, M.D., EMIL R. SWEPSTON, M.D., SYLVESTER S. ZINTEK, M.D., 


CLAIRE M. VERNIER, Pu. D., JOHN F. FITZGERALD, JR., RICHARD S. 
MARNOCHA, anp CHARLES H. WESCHLER 2; * 


INTRODUCTION 


Complexities of present-day social organi- 
zation inevitably lead to complicated problems 
of individual adjustment within an intricate 
framework of stresses, pressures, and de- 
nials. For selected groups of individuals, 
these difficulties in adjustment are intensified 
by limitations set by society or by the per- 
son’s own handicaps, In the case of the geri- 
atric group, both community and personal 
resources are apt to prove progressively 
more limited as external pressures increase. 
One phase of the general geriatric problem 
which recently has attracted the attention of 
diverse groups of specialists is the care of 
the dependent aged. Because of its program 
of domiciliary care for veterans chronically 
disabled and unable to earn a living, the 
Veterans Administration is directly con- 
cerned with many aspects of this problem. 
Significant pioneer studies in the field al- 
ready have been reported(1, 5). 

At present the Veterans Administration 
provides care to approximately 18,000 chron- 
ically disabled veterans in 15 domiciliary 
units in the United States. One of these, 
with a capacity of 500 beds, comprises part 


1 Reviewed and approved by the Deans’ Commit- 
tee. The statements and conclusions published by 
the authors are the result of their own study and do 
not necessarily reflect the opinion or policy of the 
Veterans Administration. 

2 Authors were at time of writing, respectively, 
chief of neuropsychiatric service, chief examining 
physician for domiciliary, chief of physical medicine 
and rehabilitation, chief of clinical psychology, chief 
of social service, chief of special services, and domi- 
ciliary officer, VA Center, Martinsburg, W. Va. 

* Special acknowledgment is due the following 
staff members for their active participation in the 
research project: Williard I. Braithwaite, Robert S. 
Britton, William M. Harnsbarger, Frederick V. 
Hoagland, Chaplain James F. McCarthy, George E, 
McCormick, Joseph A. Maher, Elizabeth K. Rogers, 
Margaret Wilson, and 14 clinical psychology 
trainees from Catholic University, Washington, 
D. C. 
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of the Martinsburg Veterans Administration 
Center which includes a goo-bed general 
medical and surgical hospital. 

Since even conservative estimates predict 
a rapid expansion in the number of veterans 
requiring such services within the next 20 
years, the importance of the problem is 
brought into sharp focus. In order to secure 
basic data, essential for optimum planning 
for the domiciliary member and for recom- 
mendations for the future development and 
expansion of the total domiciliary program, 
an integrated interdisciplinary study was in- 
itiated at Martinsburg. Based on the find- 
ings of the first 2 years of study here re- 
ported, a further 3-year research has been 
projected. 


PROBLEM 


As a first step in an evaluation of the cur- 
rent domiciliary program, 3 questions were 
asked; (1) What kinds of persons are in the 
domiciliary? (2) Why are they there? (3) 
What is the most effective type of total oper- 
ating program that can be developed to pro- 
vide for a better adjustment of the veteran 
either within the domiciliary or in a return to 
community living ? 

Essential to the solution of the problem 
is the coordinated effort of the various pro- 
fessional disciplines within whose provinces 
the kinds of data needed are to be found. 


METHOD 


A preliminary study, extending from May 
1951 through April 1952, included Experi- 
mental Group I and a matched Community 
Control Group. This first investigation was 
intended as a partial answer to the question: 
What kinds of persons are in the domiciliary 
and why are they there? 

A second study, May 1952 through De- 
cember 1952, included Experimental Group 


; 
4 
| 
| 
; 
4 
aa 
ay 
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II, and attempted to secure additional an- 
swers to the 2 preceding questions as well 
as to obtain data that would permit an initial 
evaluation of the effectiveness of revisions 
that had been made in the operating pro- 
gram. Data from both of these studies have 
been integrated into composite tables which 
appear in the Appendix. The initial study, 
I-xperimental Group I, was intended only to 
determine what kind of people the domicil- 
iary members are. An initial survey of the 
files revealed that the sample of 230 males 
with last names beginning with A to H did 
not differ significantly from the group of 270 
in the I to Z range, for the following vari- 
ables : age, race, education, occupation, relig- 
ion, or length of military service. The A-H 
group was, therefore, selected as a first ex- 
perimental sample. Table 1 summarizes the 
reasons for the elimination of various groups 
of individuals from the first sample. 

A cross-section sample of 89 members, 
under 65 and not totally disabled, were seen. 
An initial interview gave pertinent back- 
ground data. Psychological tests were given 
covering the areas of intelligence, interests, 
attitudes, and personality characteristics. 
Tables 2-6 give basic identifying data.* Sig- 
nificant psychological findings are shown 
in Table 9. 

Medical ratings of degree of disability and 
the principal diagnoses were obtained through 
interviews with the examining physician. 
Table 7 summarizes the frequency of occur- 
rence of the major classifications of medical 
diagnoses. 

Questions as to actual physical abilities, 


TABLE 1 


Groups or Mempers IN ExpertmMentaL Group I 
ExcLupep From PRELIMINARY 


65 years or older 

Totally disabled (non-duty) 

Illiterate, blind, or paralyzed 

Refused to cooperate 

Discharged, on furlough, or hospital- 
ized prior to obtaining all data.... 50 

All data complete 


* Totals of various columns will not necessarily be 
8, 61, or 200 in all cases, since occasional data are 
incomplete for all individuals. 


grades 
6-8 


TABLE 2 


Ace 


(exper. group IT) 


Experimental 
group I 


85-89 .... 
.... 
75-79 . 
70-74 . 
65-69 .. 
60-64 ... 
55-59 .... 
50-54 
45-49 
40-44 ... 
35-39 
30-34 .... 


SS o No° discharged 


Bl 
coo | 


Average .. 
* As of May 1, 1953. 
TABLE 3 


Number or Years or Epucation 


Community 


College graduation .... 
Some college 
High school graduation. 10 


EE 
6 


ew co AS BS control 


TABLE 4 


DISTRIBUTION OF OCCUPATIONAL LevELs 


Community 
control 
Experimental 


Professional 

Sub-professional, 
ministrative 

Sales, clerical, fiscal. . 

Skilled trades 

Semi-skilled trades . 

Unskilled labor 


° 


| 
| 


> 
is 
3 1.5 100 
9 45 78 
12 6.0 33 Be: 
21 105 62 
61 30.5 57 
St 25.5 73 
21 10.5 8&1 
5.5 89 
6 30 67 ‘ 
3. 67 
1 0.5 
200 1000 130 — 
60.0 65% 
7 
08 04 
8 12 
BB OF 06 05 
— 
8 100 101 101 
Average .......... 7h — 7th— 7th — 
No. a 
14 
15 5 
o 5 03 
a1 
39 2 12 06 
oun 12 13 os 18 #10 
230 100 Il 12 10 43 23 
|| 189 101 
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TABLE 5 


INTELLIGENCE Quorients 
EQuivALents ) 


» Experimental 
st group ll 


89 
Average ... 958 — 


TABLE 6 


Lencru or Previous Stay 1n Domicitiary, Ex- 
PERIMENTAL Group I, at Time or InitT1IaAL Stupy 


TABLE 7 


Frequency or Occurrence or MEDICAL 
DIAGNOsEs * 


Circulatory system 
Respiratory 
Gastro-intestinal 
Genito-urinary 
Orthopedic 
Psychiatric 
Neurological 


Communit 
RSGSRBSS 


Surgical—EENT—skin . 17 10 (Not given 
in this 
combination ) 
* Since an individual could have from one to six different 
diagnoses, the percentage will total in excess of 100%. 
1 Percentages reported for the Los Angeles VA Center 
study(1), have been included to permit comparisons. 


and the extent to which the medically diag- 
nosed conditions interfered with activity, led 
to the development by Physical Medicine and 
Rehabilitation of a performance test of physi- 
cal fitness. This test was administered to the 
67 members of Experimental Group I still in 
the domiciliary. Table 8 gives the distribu- 
tion of obtained scores. 

Incompleteness of background data re- 
garding family members and previous hospi- 
talizations emphasized the need for more 
comprehensive social histories. Social serv- 
ice abstracted official records for a majority 
of Experimental Group I and scheduled spe- 
cial interviews with a carefully stratified 
sample of 20 cases still resident in the domi- 
ciliary. Significant data are shown in Tables 
g and 10. 


TABLE 8 


Puysicat Firness Test Scores 


NGM 


a 

= von 

E BE 

3 
2 
5 


wi 8s 


168 
* A score of 83 was set as the minimum value necessary 


for a member to be able to do 8 hours of semi-skilled or 
unskilled work. 


TABLE 9 


SIGNIFICANT SOCIAL AND PSYCHOLOGICAL VARIABLES 


group II 


. Community 
control 


was 


Stable marriage 
Pension received 
Membership 
Fraternity organization .. 18)| Data not 
Labor organization 37 f available 
Expressed interest in talking Not 
to others 80 available 
Withdrawn, isolated 26 50 
Anxious, tense 26 8 18 
Passive 51 62 
50 35 


cote ..Experimental 
= 


4 

BO-B4 § Q5-99 ..++++- 20 30 21 

4 28 
Co rer 18 14 23 13 
03 I 02 02 

= 
% % % 

covce 48 75 £3 

13 a1 % 
JO 30 33 

alone) 
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To secure data on directly observable be- 
havior, manifest personal characteristics, so- 
cial relationships, and recreational program 
participation, a behavior observation check 
list was developed by Special Services and 
observations made for a selected sample of 
25 cases still in the domiciliary. Findings 
are summarized in Table 11. 

Analysis of the data from the study of 
Experimental Group I yielded the following 
conclusions: (1) The domiciliary popula- 
tion consists of at least 3 distinct categories : 
a geriatric group of persons over the age of 
65 years ; a younger group of totally disabled, 
chronic invalids; and a group primarily in 
the involutional age range who have minimal 
physical disability. (2) The average member 
has a history of progressive personal and 
social maladjustment. At present, he is with- 
drawn, self-preoccupied, content to take the 


TABLE 10 


Speciric Reasons STaTep BY Mempers For Ap- 
MISSION TO DoMICILIARY EXPERIMENTAL Group II 


No. % 

Seeking or referral for medical care... 76 40 
Metical 4 — 
Physical rehabilitation ............. 
Inability to live in community......... 79 42 
Home not available................. 2 — 
Inadequate income 21 — 
Escape from conflicts............... 9 — 
Continuance of pattern............ ‘ a= 
Related to pension claim............ 

Seeking general readjustment....... 4 

TABLE 11 


CoMPARISON OF BEHAVIOR OBSERVATIONS AFTER 
One Year or CLusp Type REecREATIONAL Ac- 
ProcGrAM ExprertmentaL Group I 


1952 1958 
04 


Social contacts with others........... 53 
Discussion of future................. 19 46 
Offering suggestions ................ 23 61 
Complaints of physical disability..... 5 39 
Discussion of past experience........ <i 47 


Compliments about station and pro- 


role of a chronic invalid, with little clinical 
evidence of ambition or concern about the 
future. (3) The longer the length of stay in 
the domiciliary, the greater the degree of 
isolation and passivity. (4) For an active 
program to be successful, the setting must 
provide for an intensive stimulation of group 
participation, social interaction, and oppor- 
tunity for initiative. 

The research team next attempted to 
verify the hypothesis that personality and 
social rather than physical pathology factors 
were the basic cause of the domiciliation of 
the involutional group of minimally disabled 
veterans. A comparative study of a matched 
control group of equally disabled veterans re- 
siding in the community was undertaken. 

Through the active cooperation of the 
West Virginia State Rehabilitation Division, 
a control group of men maintaining an ade- 
quate adjustment in the community was se- 
cured. The Community group was equated, 
to the extent possible, to Experimental 
Group I for age, sex, race, education, socio- 
economic background, veteran's status, physi- 
cal condition, and intelligence. Tables 2-5 
include the comparative data for these vari- 
ables. 

A traveling research team, composed of 
representatives of psychology, physical 
medicine and rehabilitation, special services, 
and social services, visited 10 centers 
throughout the state to obtain comparable 
data. The Physical Fitness Test, social and 
personal history interviews, and 5 psycho- 
logical tests were given. Medical ratings and 
physical diagnoses were obtained from state 
rehabilitation files. As can be seen in Table 
7, there are relatively few important differ- 
ences between the 2 groups. 

A comparison of physical fitness test 
scores, (Table 8), indicates that the Com- 
munity Control Group is, if anything, more 
physically disabled than Experimental Group 
I, 

Comparative analysis of social and psycho- 
logical data from Experimental Group I and 
the Community Control Group confirmed the 


5 The authors express their appreciation to Mr. 
F. Ray Power, Director of the West Virginia State 
Board of Vocational Education, Division of Voca- 
tional Rehabilitation, and to the several members 
of his staff, for their assistance and cooperation. 
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hypothesis that the control group, while at 
least equally physically handicapped, differed 
significantly from the domiciliary members, 
in terms of a more adequate personal and 
social adjustment. Table g summarizes sta- 
tistically significant variables.* 

The comparative study of the Domiciliary 
Experimental Group I and the matched Com- 
munity Control Group thus verified the pre- 
vious assumption that the primary reasons 
for seeking institutional care cannot be at- 
tributed to either physical disability or to 
advanced age per se. The differential lies in 
the area of personality factors. The typical 
domiciliary member’s history is one of in- 
creasing social inadequacy, decreasing mo- 
tivation and purpose, and progressive retreat 
into isolation, self-preoccupation, and a 
forced recognition of personal inadequacies. 
Minimal physical changes, characteristic of 
the older age groups, represent a solution to 
personal problems through the role of an 
invalid, 

These findings further emphasize the need 
for an integrated admission screening pro- 
gram and an active individually-planned, re- 
orientation program. 

On the basis of the conclusions derived 
from the preliminary study of Experimental 
Group I and the Community Control Group, 
a second research was initiated. The purpose 
was to evaluate the effectiveness of an inte- 
grated admission screening program and the 
partially revised operating program. Included 
in Experimental Group II were all new ad- 
missions to the domiciliary, regardless of age 
or physical condition, during the period of 
May 1 through December 31, 1952. 

Medical examinations were given by the 
chief of the outpatient and admissions serv- 
ice; laboratory tests and other medical con- 
sultative services were secured as necessary. 
Final verified medical diagnoses were ob- 
tained in interviews with the chief examining 
physician for the domiciliary. A summary 
tabulation is shown in Table 7. 

The physical fitness test was administered 
by Physical Medicine and Rehabilitation. In 
cases of cardiac complaints, testing was com- 


® Statistical analyses of psychological tests used 
and scores which provide bases for the conclusions 


stated are reported in a separate technical paper in 
process. 


pleted only after an electrocardiogram was 
obtained and clearance given by the examin- 
ing physician. Table 8 includes the distribu- 
tion of scores on this test. 

A battery of 5 psychological tests covering 
the areas of intelligence, attitudes, interests, 
and personality was administered. Signifi- 
cant findings are included in Tables 5 and 9. 

Admission and discharge interviews were 
scheduled by the social service. The admis- 
sion interview aimed at obtaining from the 
member, in addition to pertinent details of 
social history, his reason for seeking domicil- 
iary care, his future plans, and an indication 
of previous interpersonal relationships. Data 
are tabulated in Tables 2-4 and 10. 

Initial interviews were held by a repre- 
sentative of special services in order to secure 
pertinent background data on interests and 
activities as well as to permit orientation to 
the revised recreational program. 

Weekly meetings of a planning board were 
held for discussion of selected individual 
members in order to integrate relevant data 
and to formulate individual programs. Be- 
cause of staff limitations, board consideration 
was primarily given to cases judged as po- 
tentially able to return to community living. 

Special services developed a revised and 
active recreational program for all members, 
designed to stimulate membership participa- 
tion and to slow the process of deterioration 
of social and interpersonal relationships. 

A plan for the development of club-type 
activities patterned after similar activities in 
the community was instituted. These clubs 
function on a formal basis which provides 
for group identification, encourages interper- 
sonal relations, and self-expression. This 
permits membership of all members in some 
one club." The clubs have elected officials 
who regulate the club, plan activities, suggest 
changes, conduct meetings, appoint com- 
mittees, etc. All major activities revolve 
around the club organization. Other interests 
are satisfied through group participation in 
activities which concern a smaller segment 
of the domiciliary. 

To evaluate the effectiveness of the re- 


™This is made possible by the development of 
clubs based on past residence in a state: Pennsyl- 
vania, Virginia, Maryland, West Virginia, or Rain- 
bow Club, all other states. 
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vised recreational program, repeat observa- 
tions on available members from Experi- 
mental Group I, using the behavior check 
list, were made by representatives of special 
services. Significant changes are shown in 
Table 11. 

Discharge interviews and follow-up of dis- 
charged cases by social service is intended 
to provide further data for evaluation of the 
revised operating program. 


CONCLUSIONS 
GENERAL CONCLUSIONS 


1. Relatively minor differences exist be- 
tween the cross-section of static population 
studied in the first sample, and the second 
group of recent new admissions. 

2. The degree and types of physical dis- 
abilities do not appear to differ significantly 
from what would be expected ordinarily in 
any group of this age. 

3. Integrated admission screening proved 
practicable and effective. Cases who were 
medically ineligible for admission to the 
domiciliary are readily identified ; for medi- 
cally eligible members, basic data are secured 
for planning an individualized program of 
work assignment and stimulation of activity 
and social relationships. 

4. Even minimal revisions in the operating 
program have resulted in a better social ad- 
justment of the members in the domiciliary. 

5. Many questions remain unanswered as 
yet in regard to the development of an active 
reorientation program which can be carried 
out successfully within the domiciliary and to 
a determination of the actual percentage of 
members able to be returned to a more satis- 
fying adjustment within the community. 


SPECIFIC CONCLUSIONS 


Medical and Physical—More exhaustive 
study is necessary to determine the general 
reliability and validity of the physical fitness 
test as well as its applicability to a more 
seriously disabled group.* However, the test 
in its present form has proved useful as a 
guide in evaluating the type of work an in- 


* Description of the test, basis for cutting score 
selected, and preliminary reliability and validity 
data are included in a separate technical article in 
process. 


dividual can or cannot do. The cutting score 
of 83 or better appears satisfactory for un- 
skilled or semiskilled occupations. Lower 
scores are considered for more sedentary 
positions. 

Periodic medical and physical reevaluation 
of all members is essential to determine the 
pattern of changes associated with the aging 
process and the implications of such findings 
for program modification. 

Social and Psychological.—Pre-admission 
planning with the veteran and his relatives 
is a prerequisite for purposeful domiciliation. 
The lack of prior planning is obvious in the 
tabulated reasons for admissions as well as 
by the fact that more than 65% of the mem- 
bers leave in less than a year. 

Domiciliary members may be characterized 
as community misfits who have a history of 
long-standing, progressively increasing social 
and personal inadequacy. They do not have 
the potential resources for developing living 
adjustments within the community through 
maintenance of positive relations with others. 
Without relatives or close friends, they are 
without motivation. Their interests are 
limited to themselves. Exaggerated ideas of 
physical disability have resulted in a history 
of repeated medical hospitalizations with an 
eventual escape to the the passive dependent 
existence provided by institutional living. 

The active recreational program developed 
by special services, oriented toward the 
forced stimulation of social and interpersonal 
relationships, seems to be meeting the social- 
ization needs of the group to a greater degree 
than previous activities had done. Desirable 
and significant changes have been observed 
in the behavior of long-term residents. 


SUMMARY 


The problem of domiciliary care is a com- 
plex one. Two years of intensive study of a 
group of long-term domiciliary residents, 
recent admissions as they come in, and a 
comparable sample of chronically disabled 
veterans able to maintain themselves in the 
community have yielded a wealth of signifi- 
cant data. Through the use of an inter- 
disciplinary research team, it has been pos- 
sible to integrate medical, physical, social, and 
psychological findings into a meaningful com- 
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posite picture. It has also been possible to 
use the results of the study as a basis for 
a modified program of operations. The ex- 
tent to which the current program is success- 
ful in providing for a better adjustment of 
the veteran within the domiciliary or for 
facilitation of his return to community living 
is a question to be answered by the pro- 
jected research program. 
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MANIFEST REACTIONS OF PATIENTS AND INTERVIEWERS 
TO THE USE OF SOUND RECORDING IN THE 
PSYCHIATRIC INTERVIEW 


RICHARD LAMB, M.D.,! ano GEORGE F. MAHL, Pu.D.,1 New Haven, Conn. 


INTRODUCTION 


Sound recording has proved itself increas- 

ingly valuable in recent years as an adjunct 
to teaching and research in psychotherapy. 
However, much doubt still exists regarding 
the effects on both patient and therapist of 
knowledge that the interview is being re- 
corded ; in consequence probably many thera- 
pists and investigators avoid recording. The 
literature reveals a variety of opinions about 
the effects on patients and therapists(1, 2, 
3, 4, 5, 8), but only 2 systematic studies, 
Covner(4) investigated effects on inter- 
viewers and found that “only seven of thirty- 
three college psychological counsellors work- 
ing with university students reported 
‘undesirable’ reactions [in themselves] to the 
knowledge that their interviews might be 
listened in on, and recorded.” All 7 were 
found to be in the group with less counselling 
experience. Kogan(6) investigated the overt 
responses of social agency clients when they 
were told that their initial interviews were 
being recorded, He concluded 
. . . from consitleration of all the cases that clients 
understand [about the purpose of recording the 
interview] and willingly grant permission [to re- 
cord]. In a small proportion of cases, where there 
is some reservation or resistance on the part of the 
client, the chief question seems to involve confi- 
dentiality. 
After reassurance, they tended to grant per- 
mission. These 2 studies naturally raise the 
question of whether similar results would 
be obtained in psychiatric interviewing. 


THE PROBLEM 


The general purpose of this study was to 
obtain further systematic evidence on the 
reactions and attitudes of patients and thera- 
pists to the use of the sound recording in psy- 
chiatric interviews. The research was de- 
signed to answer the following specific 
questions : 


1 Department of Psychiatry, Yale University 
Medical School. 


With Regard to Patients —(1) What 
would be the verbalized reactions of psychi- 
atric patients, in their first recorded inter- 
views, to being told that the interview was 
being recorded? (2) Would the degree of 
verbalized disturbance of these patients be 
positively related to (a) their “level of 
anxiety” in the interview? (b) their “level 
of hostility” in the interview? (3) Is it 
likely that patients feel hostile to being re- 
corded, but suppress such feelings only to 
displace them and so express greater general 
hostility throughout the interview ? 

With Regard to Therapists—(1) What 
are the verbalized personal reactions of thera- 
pists, who have recorded, to recording during 
an interview? (2) What are the judgments 
of therapists who have recorded about the 
effects of recording upon both the patient and 
the conduct of therapy? (3) What is the re- 
lationship between the preceding 2 variables 
—the verbalized personal reactions of thera- 
pists, and their judgments about the effects of 
recording ? Is there any evidence to suggest 
that therapists project some of their disturb- 
ance about recording onto their patients? 


Tue Metuop 


DETERMINING PATIENT REACTIONS TO RE- 
CORDING 


The Patient Sample.—Prior to this study 
40 interviews had been recorded for another 
purpose.*? Thirty-one were intake interviews 
with a representative sample of applicants 
for psychiatric outpatient clinic treatment. 
Nine were with hospitalized psychiatric pa- 
tients, only one of whom manifested psy- 
chotic symptoms. The interviews were con- 
ducted in rotation by 3 people—one second- 


2 Drs. George Andrews, George Mahl, and Louis 
Micheels had recorded these interviews. Lawrence 
Z. Freedman, M.D., and Alice R. Cornelison, 
M.S.S., then Chief, Yale Psychiatric Out-Pa- 
tient Clinic, and Psychiatric Social Worker re- 
spectively, were very cooperative in the original 
project. 
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year psychiatric resident, one third-year psy- 
chiatric resident, and a psychologist. The 2 
individuals who were not interviewing at any 
one time were observing and monitoring the 
interview behind a 1-way vision mirror. 

Of the original 40 interviews, 5 were con- 
sidered unsuitable for the present study. Two 
patients had been recorded previously so 
their responses were not initial reactions. In 
3 interviews the actual recording did not 
start until after the question of recording had 
been raised and discussed, therefore patient 
reactions were not recorded and are not avail- 
able for the study. The remaining 35 inter- 
views, unselected for patient response to be- 
ing recorded, form the sample of this study. 
Thirty-one were intake interviews of psychi- 
atric out-patient clinic applicants and 4 were 
general assessment interviews of psychiatric 
in-patient clinic patients, one of whom mani- 
fested psychotic symptoms. All interviews 
were the first in which the patients had 
been recorded and were distributed almost 
uniformly among the 3 interviewers, 2 inter- 
viewing 11 patients each and the third inter- 
viewing 13. 

All of the interviews were conducted in 
rooms especially designed for the unobtrusive 
use of recording devices(7). The microphone 
was not directly visible though no attempt 
was made to conceal from the patient the 
fact of recording. The equipment was in an 
adjacent room and not visible. 

At the outset, each patient was told in 
essentially the same way that the interview 
was being recorded. Typically the therapist 
would say, “I want to tell you that we make 
a recording of this so we don’t have to take 
notes and I can listen more freely and easily.” 
After such introductory remarks, the patient 
was allowed to respond freely and discuss the 
matter of recording. 

Evaluation of Patient Response.—In ana- 
lyzing the recorded interviews, the most 
easily observable indicators of patient re- 
sponse and attitude are his overt replies and 
comments on being made aware that the in- 
terview was being recorded, Unfortunately, 
patient attitudes and anxiety which are not 
directly verbalized cannot be identified with 
as much certainty. Thus, a patient who gives 
consent to record, and makes no further men- 
tion of the subject, allows us no further di- 


rectly observable insight into his reactions. 
On the other hand, it can be observed that 
there was no change of inflection when the 
patient gave consent, and that the interview 
went smoothly with no observable effects. 
In this study, patient response to being told 
of recording has been evaluated with regard 
to (1) manifest disturbance, and (2) mani- 
fest hostility. 

Manifest Disturbance Categories described 
in Table 1 were established after all the re- 
cordings had been studied. The categories 
were formulated to be sufficiently compre- 
hensive to include all recordings, to be mu- 
tually exclusive, and to represent increasing 
degrees of manifest disturbance proceeding 
from 1 to 4. Each of the interviews was then 
restudied and assigned to one of these cate- 
gories. An independent judge listened to 8 
randomly selected recordings and assigned 
them to the categories also. In this there was 
perfect agreement between the 2 judges. 

Every patient was also judged as either 
(1) manifesting hostility or (2) not mani- 
festing hostility when he referred to record- 
ing. The reliability check above included this 
classification and there was perfect agree- 
ment in this judgment also. 


DETERMINING “LEVELS OF ANXIETY” AND 
“LEVELS OF HOSTILITY” OF EACH PATIENT 
DURING INTERVIEW 


The original interviewer and observers had 
independently rated each patient on 5-point 
scales as regards the general levels of anxiety 
and hostility manifested during the inter- 
view. For this study, a single anxiety rating 
and a single hostility rating were assigned 


TABLE 1 


MAnirest DisTuRBANCE OF A Group oF Psycui- 
atric Patients To Bernc INTERVIEWS 
Were Betnc Recorvep 


Categories Number 
1. Accepted recording by verbal as- 
sent, made no objection, and did 
not refer again to recording 60 
. Expressed initial doubts or hesita- 
tion; may have been reassured, but 
did not bring up the matter again. 7 
. Brought up matter of recording at 
a later time, no matter what initial 


4. Refused to have recording made.. 1 


Percent 


ate 
3 
ap 
‘Ae 
4 
4 
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to each patient by taking the mean of the 3 
independent ratings. The reliability coef- 
ficient for these pooled ratings was +0.72 
for anxiety and +0.76 for hostility. To de- 
termine the relationship between levels of 
anxiety and hostility and the categories of 
manifest patient disturbance regarding re- 
cording, the mean of these pooled ratings was 
computed for each Disturbance Category. 


STUDYING A POSSIBLE SUPPRESSION-DISPLACE- 
MENT EFFECT IN PATIENT HOSTILITY 


On the basis of the hostility ratings just 
described, the patients were divided into 
2 groups—high and low hostility. To do this, 
the hostility ratings for all patients were 
arranged in rank order and divided at the 
median, It was then seen whether those pa- 
tients manifesting hostility when referring 
to recording fell above or below the median 
of the general hostility ratings. A suppres- 
sion-displacement process would produce a 
negative relationship between these estimates 
of 2 different expressions of hostility. 

According to the notes made by the 3 
judges at the time of rating, the attitude 
toward the recording did not play a role in 
determining the hostility rating. However, 
this factor, which would invalidate these rat- 
ings as a variable independent of the reaction 
to recording (did or did not manifest hostil- 
ity when referring to recording), cannot be 
completely ruled out. 


COLLECTING DATA ON THERAPISTS’ VERBAL- 
IZED REACTIONS AND ATTITUDES 


A questionnaire was circulated to all pro- 
fessional members (full-time, part-time and 
clinical) of the department of psychiatry at 
Yale University School of Medicine. Three 
of the questions dealt with the central prob- 
lem of this study : 


1. If you have recorded, which one of the follow- 
ing categories best characterizes your reaction to 
recording during a recorded interview? 

. . » Not disturbed at all. 

... Generally not disturbed, but at times give 
extra consideration to what you are saying. 

. . . Self-conscious of techniques and more care- 
ful during every interview. 

. . . Disturbed (“stage fright”) and less attentive 
to patient. 

. . . Generally disturbed. Forced to abandon tech- 
niques which would otherwise be used. 


2a. Do you feel that you conduct your therapy 
differently while recording than when not record- 
ing? 


of your therapy in any way? 


3. Do you feel that the knowledge that he is 
being recorded has any effects on the patient in: 

a. Intake interviews or consultations? ... Yes 

b. Long-term therapy? ... Yes ... No. 

Do you feel that it increases patient resistance? 

yee 


In question 1, the therapists were asked to 
choose from the 6 categories presented the 
one which best characterized their reaction to 
recording during an interview. These cate- 
gories were taken from Covner’s work(4) 
in order that these results might be compared 
with his. It should be noted that, while 
Covner’s interviewers gave their reactions 
to recording in their own words and were 
then categorized by Covner, the interviewers 
in this study were given 6 reaction types 
of which they were to check one. 

Other items in the questionnaire, pertain- 
ing to the professional status of the respond- 
ent, the type of therapy used, the extent and 
purposes of recording techniques, and reason 
for not recording, are not considered here. 

Eighty-eight questionnaires were distrib- 
uted, and 72, or 82%, were returned.’ Forty 
of those responding had used recording tech- 
niques and actually do psychiatric interview- 
ing. The responses of these 40 form the 
sample studied for interviewer reactions. 


RESULTS 


PATIENTS’ REACTIONS TO BEING TOLD INTER- 
VIEWS WERE BEING RECORDED 


Table 1 contains the principal findings. 
The one patient in 35 who refused to record 
was a hospitalized young adult male schizo- 
phrenic. Eighty percent of the patients mani- 
fested no overt disturbance about recording 
after the initial moments of the interview. 
Ninety-four percent went on to give seem- 
ingly productive interviews. The remainder 
represented two patients: the one who re- 
fused to record, and one in Category 3 who 


was extremely disturbed by the recording. 


* The authors express their appreciation to the 
respondents for this excellent return. 
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The following are typical examples of pa- 
tient response : 


Category 1.—The patient was told that the inter- 
view was being recorded, so that notes would not 
have to be taken, and asked if this were acceptable. 
Answer, “Yes.” There was no noticeable change 
in inflection, and no further mention of the record- 
ing throughout the interview. 

Category 2.—The patient was told that the inter- 
view was being recorded, and asked if this were 
acceptable, He replied, “I suppose so...ah... 
that’s really exposing yourself. Well, I don’t think 
it makes very much difference. The chances are 
that . . . that’s a good way to do it for you. I don’t 
see any objection to it. I just don’t like the world 
to know all about my troubles.” The patient was 
reassured that the recording would be confidential. 
He replied, “Yes, sure,” in a tone suggesting he was 
unconvinced, However, no further mention of the 
recording was made. 

Category 3.—The patient was told that the inter- 
view was being recorded. She asked if this was only 
for the therapist's own use. She was reassured, but 
said that she wished that she had not been told. 
The inflection of her voice indicated that she was 
disturbed, but she then changed the subject. Twenty 
minutes later, the subject turned to the patient's 
sex life. She stopped, and said that she was not 
sure that she should tell about it, because “talking 
to someone is not the same as talking to strangers 
that you can’t see.” She was reassured, and resumed 
the subject; however, at the end of the interview, 
the patient said, “I can understand mike-fright 
now.” 


Of the 34 patients whose recorded inter- 
views were evaluated (there was no record- 
ing for the patient who refused to record), 
5 (15%) manifested hostility when referring 
to recording, while 29 (85%) did not. All 
5 manifesting hostility were found to be in 
Disturbance Categories 2 and 3. 

The mean anxiety and hostility ratings of 
patients in Disturbance Categories 2 and 3 
were not significantly different (t-test) than 
for Category 1. 

As shown in Table 2, all 5 patients judged 
to be hostile when referring to recording 
were found to be above the median (high 


TABLE 2 


Genera Hostiniry Levet anp Hostitiry Anout 
RECORDING 


Hostile to recording 
Not hostile to recording 


Statistical evaluation 


3.76 p= .06 


hostility) in hostility expressed during the 
interview apart from references to record- 
ings. Of those judged not hostile, 17 were 
found below the median hostility rating, and 
12 above. There would thus seem to be a 
positive, not a negative, relationship between 
hostility when referring to recording, and 
hostility expressed during the interview apart 
from reference to recording. 


REACTIONS OF THERAPISTS 


As recorded in Table 3, the majority of 
40 therapists answering the questionnaire 
checked reaction types 1, 2, and 3. 

Covner called reaction types I, 2, and 3 
“more desirable,” and reaction types 4 and 
5 “less desirable,” and found a high cor- 
relation between “less desirable” reaction 
type and less experience on the part of col- 
lege counsellors. When one considers the 
residents in the present sample as the group 
with less experience and the nonresidents 
the group with more experience, a similar 
analysis of the present data does not yield 
significant findings. Since the present sample 
is somewhat different from Covner’s, the 
contrast in findings limits their generality but 
does not constitute a direct contradiction. 

Therapists’ Judgments about Effects 
upon Conduct of Therapy and the Patient.— 
Fifty-two percent of the therapists felt that 
they conduct their therapy differently while 


TABLE 3 


REACTIONS OF THERAPISTS TO RecorDING DuRING 
INTERVIEW 
Non- 


Total resi- 


Reaction types group dents 


. Not disturbed at all 

. Generally not disturbed, but 
at times give extra consid- 
eration to what one says... 

. Self-conscious of techniques 
and more careful during 
every interview 

. Disturbed (“stage-fright”) 
and less attentive to patient. 

. Generally disturbed. Forced 
to abandon techniques which 
would otherwise be used.. 

. Did not categorize his re- 
action 


Resi- 
dents 
2 
— 
14 8 6 
4 
3 2 I 
Low H igh 
hostility hostility 
a level level 
_ — — 
‘ 
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recording than while not recording. Thirty- 
eight percent felt that they did not conduct 
their therapy differentiy, and 10% did not 
comment. Of those who felt that they con- 
duct their therapy differently, 76% felt that 
this influences the effects of their therapy, 
while 5% felt that it does not. 

Fifty-five percent of the therapists felt that 
knowing he is being recorded affects the pa- 
tient in intake interviews and consultations, 
while 20% felt it does not, and 25% did not 
commit themselves. Forty-five percent felt 
that the patient was affected in long-term 
therapy, while 33% did not, and 22% did 
not comment. Forty percent felt that knowl- 
edge that he is being recorded increases pa- 
tient resistance, and 38% felt that it does 
not, with 22% not commenting. 

Relationship between Variables of “Thera- 
pists’ Reactions to Recording” and “Judg- 
ments as to Effects of Recording.”—The 
analysis of this relationship included all re- 
spondents, but only those of therapists who 
do therapy, have recorded, and who com- 
pleted the pertinent items in the question- 
naire. Reaction types 1 and 2 were combined 
into one category—‘“Less disturbed by re- 
cording.” Types 3 to 5 were grouped into 
another category—“More disturbed by re- 
cording.” The replies to questions 2 and 3 
were then tabulated for individuals falling 
into these two reaction type categories. A 
chi-square analysis, including the correction 
for continuity, of the resulting contingency 
tables was employed to test for any significant 
relationships. _ 

Significantly more therapists in the “more 
disturbed” group than in the “less disturbed” 
group felt that (1) they conduct their ther- 
apy differently while recording than when 
not recording (p=.03) and that (2) the 
knowledge that he is being recorded has ef- 
fects on the patient in intake interviews or 
consultations (p=.02). There were no sig- 
nificant relationships between the reaction 
type categories and the therapists’ judgments 
about the effect of their therapy, the effect on 
the patient in long-term therapy, or the effect 
of recording on the patient’s resistance. 


DISCUSSION 


Much uncertainty exists about the effects 
of recording on both patient and therapist. 


To date, there has been a lack of systemati- 
cally collected data about these effects. With- 
out such information, many therapists may 
hesitate to record, and thus the full potentiali- 
ties of recording for research and teaching 
will not be realized. Accordingly, we en- 
deavored to evaluate some aspects of this 
problem. The study has focussed upon overt 
and verbalized attitudes of patients in their 
initial recorded interviews and of inter- 
viewers who have recorded. There were, in 
addition, two attempts to study “uncon- 
scious” effects: (1) whether there is a sup- 
pression-displacement effect in patients with 
regard to hostility and (2) whether there 
is a projection effect in interviewers. 

In a sample of predominantly intake inter- 
views, 60% of the patients showed no overt 
manifestations of disturbance about record- 
ing, and another 20% manifested no disturb- 
ance after the initial moments of the inter- 
view. The comparison of general anxiety 
and hostility ratings by independent observ- 
ers, with the degree of overt disturbance over 
being recorded, did not indicate that more 
disturbed reactions were correlated with 
greater anxiety and hostility throughout the 
interview. 

It would seem, therefore, that in the great 
majority of cases, recording does not have 
marked overt deleterious effects upon psy- 
chiatric patients in their initial recorded in- 
terview. Impressionistically, the interviews 
were productive and did not differ from the 
usual range of intake or assessment inter- 
views, The recorded intake interviews were 
just as useful for the intake conferences as 
were non-recorded ones during that period 
of clinic operation, It is uncertain as to what 
degree the present findings can be extrap- 
olated to a continuing series of therapeutic 
interviews. 

There is another important consideration 
in evaluating the effects of recording on the 
interview: Whether the knowledge of being 
recorded stirs up in patients covert hostility 
that might be manifested only in actions and 
attitudes toward the interviewer. It could 
be reasoned that the more the patient sup- 
pressed hostile feelings in giving consent to 
being recorded, the more hostility he might 
show during the interview, and especially 
toward the therapist. Our study did not 
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support such a suppression-displacement hy- 
pothesis. Rather it showed a positive rela- 
tionship between hostility when referring to 
recording and the general level of hostility 
expressed throughout the interview. This 
study does not shed light on whether the 
general hostility was a result of, or was a 
source of, the hostile reactions about record- 
ing found in 5 patients. But the indications 
are that hostile responses are relatively in- 
frequent and will more likely be directly 
observable as such than only detectable in 
displaced form. 

Our findings support the clinical conclu- 
sion of Redlich, Dollard, and Newman(8) 
that 


. . » when explanations are given that the recording 
takes the place of note taking, and that professional 
confidence would be strictly observed, most patients 
raised no objections, Occasional negative reactions 
were fleeting, unless reinforced by the psychiatrist's 
own doubt about the procedure. 


As to verbalized attitudes of therapists, 
55% of those who have recorded feel that 
the knowledge he is being recorded affects 
the patient in intake interviews and consulta- 
tions, and 45% feel that the patient is af- 
fected in long-term therapy. It is interesting 
to contrast this frequent pessimism about 
recording with the observations made in this 
study, These show that overt disturbance, 
anxiety, and hostility, as well as displaced 
hostility, attributable to the recording, are 
minimal, The question arises as to the reason 
for the difference between the present obser- 
vations on patient reactions and the expecta- 
tions of roughly half the therapists that re- 
cording will affect the patient in intake 
interviews. 

It is possible, of course, that the introduc- 
tion of the recording procedures caused 
subtle factors to operate in the patients and 
that these were perceived by these therapists, 
but were not detected by our judgments of 
the present interviews. It is also possible 
that some of the beliefs of the therapists 
about recording are unrelated to observed 
effects on the patient but are projected onto 
the patient. Evidence from this study sug- 
gests that the latter is one important factor 
in determining therapists’ judgments that 
patients are affected by recording. We found 
that there is a significant positive relation- 


ship between the level of disturbance felt by 
the therapists while recording and their 
judgments as to the effects upon the patient, 
especially in the intake interview. Thus, 
those therapists who rate themselves as more 
disturbed by recording tend to feel that pa- 
tients are also affected. Conversely, those 
therapists who tend to feel that patients are 
not affected, report themselves less disturbed 
by recording. 

Further studies on the effects of recording 
upon the psychiatric interview, especially on 
the subtler covert aspects, are needed, in 
order to draw conclusions as to whether re- 
corded material may be regarded as undis- 
torted therapeutic interaction and thus suit- 
able for teaching and research. 


SUMMARY 


Thirty-five psychiatric patients were inter- 
viewed under standard conditions and con- 
fronted for the first time in a standard way 
with the fact that the interview was being 
recorded, Thirty-one were intake interviews 
of applicants for outpatient treatment. In 
evaluating patient response and attitude, only 
their overt replies to being told of recording, 
and other comments relating directly to his 
cognizance of being recorded, were consid- 
ered. Sixty percent of the patients showed 
no overt manifestations of disturbance about 
recording ; another 20% manifested no dis- 
turbance after the initial moments of the 
interview. All but 2 patients recorded pro- 
ductive interviews. 

Each patient was rated by 3 independent 
observers as to the general level of hostility 
and anxiety manifested during the interview 
—independently of the response to record- 
ing. Higher mean anxiety and hostility rat- 
ings were found in the groups manifesting 
more disturbance to recording, but these dif- 
ferences were not statistically significant. 

Five of the 34 patients permitting the re- 
cording manifested overt hostility to the 
idea of recording, and all 5 were found to be 
above the median of the ratings of general 
level of hostility. There was no evidence to 
suggest that the patients’ hostility to being 
recorded was suppressed and then displaced, 
resulting in a higher general level of hostility 
expressed throughout the interview. 
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A questionnaire of multiple choice ques- 
tions was sent to 88 professional members 
of the Yale department of psychiatry in order 
to assemble some data on the verbalized at- 
titudes of therapists toward recording. The 
replies of 40, who do therapy and have re- 
corded, were analyzed. Fifty-five percent 
reported little or no disturbance while re- 
cording ; 35% feel that they are self-con- 
scious of techniques and more careful during 
every interview; 7.5% said that they are 
disturbed sufficiently to give less attention 
to the patient. 

Fifty-two percent felt that they conduct 
their therapy differently while recording than 
while not recording. Of these, 76% felt that 
this influences the effects of their therapy. 

Fifty-five percent felt that the knowledge 
that he is being recorded affects the patient 
in intake interviews and consultations, while 
20% felt it does not, and 25% did not com- 
mit themselves. Forty-five percent felt that 
the patient was affected in long-term therapy, 
while 33% did not, and 22% did not com- 
ment. Forty percent felt that knowledge that 
he is being recorded increases patient resist- 
ance, and 38% felt that it does not, with 22% 
not commenting. 


A positive correlation was found between 
the degree of disturbance felt by the thera- 
pist while recording and (1) whether the 
therapist feels he is conducting his therapy 
differently and (2) the judgment by the 
therapist as to whether knowledge of record- 
ing affects the patient in intake interviews or 
consultations. It was suggested that many 
therapists who are disturbed by recording 
may project some of their disturbance onto 
their patients. 
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ALLGEMEINE ARZTLICHE GESELLSCHAFT FUR 
PSYCHOTHERAPIE, 1926-31 


History or THE Srx CoNGrRESSES 
W. G. ELIASBERG, M.D., Pu. D., F.A.P.A.. New Crry 


The first General Medical Congress for 
Psychotherapy convened in Baden Baden, 
Germany, in April 1926. At that time, psy- 
chotherapy and psychosomatics were hardly 
mentioned at the respectable medical con- 
gresses, especially those devoted to neurology 
and psychiatry ; if they were, one could read 
in the faces of the famous clinicians and the 
leading anatomists of the brain that they con- 
sidered psychotherapy not a science but a 
kind of charlatanism. 

Beneath the official attitude there had 
grown during the 30 years prior to the first 
congress, a new science, which Hermann 
Lotze in 1852 had called Medizinische Psy- 
chologie. In this discipline, the theses and 
tenets of the neighboring sciences from biol- 
ogy to pathophysiology, pathopsychology, 
and the psychiatric clinic are seen from a 
particular angle. A relationship is established 
between clinical, experimental, and theoreti- 
cal facts on the one hand and, on the other, 
a purposive wholeness, the individual. The 
dogma of natural science in the ’sixties of 
the nineteenth century and the dogma of 
materialistic objectification is abandoned. In 
medical psychology, we do not believe as 
Hobbes did that every event can be explained 
only by movements of material particles or 
that wholeness is nothing but the sum of the 
parts. 

Sigmund Freud showed in his ergography 
that critical observation forced the physicians 
to trespass into an independent realm of the 
mind, He quotes the famous words of Char- 
cot: “Ca n’empéche pas d’exister!” Charcot 
himself, however, in his distrust of intro- 
spection had a marked disinclination to accept 
a deeper understanding of the psychoneu- 
roses. The growing psychotherapy of the 
‘eighties, appeared for the time in the uni- 
form of materialistic science. Suggestion and 
hypnosis were thought of as elementary 
processes, as effects of circumscribed and iso- 


1 Formerly Secretary General of the German 
Congress for Psychotherapie. 
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lated contents that could be combined ac- 
cording to the laws of association-psychol- 
ogy. In fact, association-psychology, since 
its beginnings, has kept good neighborly re- 
lationships with physical materialism. It was 
at this stage that Freud’s work began. Freud 
was not a spiritualist and it would be com- 
pletely wrong to say that in psychotherapy, 
spiritualism or idealism has taken the lead 
over materialism. There were no such tend- 
encies noticeable in the first 4 congresses of 
psychotherapy. 

Our preparation consisted in inviting lead- 
ing clinicians in the whole field of medicine, 
general practitioners, neurologists, psychi- 
atrists, and psychoanalysts of the various 
schools. We had as guests psychologists, 
clergymen, administrators, representatives of 
psychiatric und social workers. However, 
only physicians, could become active voting 
members of the Allgemeine Gesellschaft fiir 
Psychotherapie. The first circular letter, 
sent out in the fall of 1925, read in part, 
“The Congress shall deal with the domestic 
and foreign policies for psychotherapy : (A.) 
Domestic policies: (1) Unification; (2) 
training, postgraduate training, ethics of the 
psychotherapists ; (3) psychotherapy in its 
relationship to psychology, psychopathology. 
(B.) Foreign policies: (1) Psychotherapy 
and clinical research; (2) quack medicine ; 
(3) the sickness fund ; social medicine ; (4) 
dependent labor; the traumatic neurosis: 
social neuroses ; and (5) the law, pedagogy, 
and religion.” 

To the invitation committee belonged rep- 
resentatives of psychotherapy, psychoanalysis 
and clinical medicine from Germany, Austria, 
Switzerland, and Sweden. A number of the 
signers have since made the United States 
their homeland. 

The skeleton of the transactions was 
formed by psychotherapeutic case histories. 
We wanted to confront the “systems” with 
the reality of life as it is seen in the offices 
of the practitioners, the specialists, and in the 
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hospitals. At the first congresses, though, we 

afforded opportunities for the representatives 
of the schools to expound their theories ; but 
Freudians, Adlerians, Stekelians, and all the 
others were invited to participate in the dis- 
cussions and show how they would deal with 
a given clinical case. 

It proved particularly valuable that the 
representatives of the medical branches ex- 
plained to us their ideas about psychothera- 
peutic diagnosis, psychopathological etiology, 
clinical indications, and prognoses. Thus, it 
was agreed that we would have the organ- 
neuroses (later psychosomatics) described by 
the clinicians in the particular fields. Two 
holders of chairs in gynecology and obstetrics 
were among the lecturers, also professors of 
pediatrics, psychiatry, dermatology, internal 
medicine, specialists in gastroenterology 
cardiology, and endocrinology. One of the 
best reports was given by Rudolf Schindler, 
inventor of the gastroscope, on the psycho- 
neuroses of the digestive tract. With the 
organ as the starting point, the votaries of 
psychotherapy could not help becoming ir- 
ritated and aggressive. Arthur Kronfeld, in 
his summarizing remarks on the reports of 
the internists, Lilienstein, Schindler and 
Hansen, while recognizing the merit of exact 
specialized indications for psychotherapeutic 
methods, stated as his opinion that indica- 
tions could not be based exclusively on the 
anatomy, the topology, and the pathophysiol- 
ogy of the organ. 


Whether somebody is a neurotic is not shown by 
lack of organic localized findings, such diagnosis 
is based rather on the dynamics of the personality. 
A neurotic, too, can fall ill with an organic disease; 
it should be conceded that in such a case the organic 
specialist is responsible. But here are the limits: 
if the physician would try to grasp the neurotic 
personality, the patient could be spared much torture 
and risk of physical harm by the dreaded gastro- 
scope. 


Dr. Kronfeld objected, on principle, to a 
physical symptomatic therapy in cases of psy- 
choneurosis. Against this temperamental at- 
tack, Schindler and Hansen held their 
ground: Differential diagnosis is necessary 
even if we are convinced of the importance 
of the psychoneurosis. This was largely 
concurred in by such a prominent and ex- 
perienced internist as Professor Katsch, one 


of the best pupils of Professor Von Berg- 
mann. 

It was at the First Congress that Dr. 
Klaesi, now professor of psychiatry, Bern, 
Switzerland, and the writer, discussed the 
problem of traumatic neurosis. The follow- 
ing ideas emerged as acceptable to all schools : 


1. Whoever works should enjoy the protection 
of social security laws, regardless of previous con- 
stitutional factors, mental or physical. 

2. The psychology of startle reactions and their 
far-reaching consequences must become the object 
of comprehensive research. 

3. Psychotherapy can help to liberate the neurotic 
from psychological blocking. The results of group 
therapy, applied for the first time to traumatic neu- 
rosis, were referred to. 


At the later congresses, the problem of 
psychotherapeutic indications and prognoses 
was worked out in more detail. We did not 
feel that we should establish arbitrary dif- 
ferences, such as German and Jewish psycho- 
therapy. Only after the Allgemeine Gesell- 
schaft fiir Psychotherapie came under the 
heel of National Socialism, was the scientific 
aim of systematic, if not factual, unity de- 
nounced. Thus C. G. Jung wrote in the 
December 1933 issue when he took over the 
editorship of The Zentralblatt fiir Psycho- 
therapie: “The factual differences between 
Germanic and Jewish psychology, which have 
long been known to intelligent people, shall 
no longer be wiped out, and that can only be 
helpful for science.” (C. G. Jung was the sole 
editor from 1933 to 1936; he was co-editor 
with M. H. Goring from 1936 to 1940). 

The theoretical differences which Jung 
stressed so strongly find their basis in racial, 
i.e., presumably biological factors. In my 
report “Einheitspsychotherapie oder Indi- 
kationsstellung?”, which appeared in the 
Schweizer Archiv fiir Neurologie und Psy- 
chiatrie, 1934, | criticized these Jungian 
theories from the angle of general biology. 
We have no discrete types in nature. Nature 
obeys the principle of continuity ; rather the 
principle of continuity has governed, since 
Galileo, natural science. A psychotherapy 
which does not renounce biology wi'l always 
have to revert to the observation of con- 
tinuities, i.e., to clinical observation. 

The congresses before the National Social- 
ists took them over, were guided by an under- 
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lying philosophy largely identical with the 
basic convictions and ideas in science. The 
spirit was that of social interaction. In 
achieving this aim we were helped by special- 
ized theories and techniques including ideas 
about specific human contacts, on an ex- 
periential basis. We felt the needs of the 
experiences of the office, the hospital, and the 
psychological laboratory. In the office there 
is an atmosphere of confidence. Clinical ob- 
servation is characterized by continuity. The 
laboratory refines such observations and 
helps to build basic theories. Consequently 
we proclaimed the psychotherapy of the 
milieu in concrete situations ; in other words 
a milieu therapy in the full meaning of the 
word is feasible only within the social sphere 
of the individual. 

The First Congress was attended by 537 
physicians from Germany, Austria, the 
Netherlands, Switzerland, Czechoslovakia, 
Sweden. A comprehensive report was pub- 
lished (Carl Marhold, Halle, 1927,) under 
the title Psychotherapie. 


SUMMARY 


1. The six Congresses of the Allgemeine 
Aerztliche Gesellschaft fiir Psychotherapie 
were open to discussions of the basic princi- 
ples of psychotherapy ; they were guided by 
clinical, experimental, etiological, and prog- 
nostic rc earch which led to some clarifica- 
tion of the indications for the selection of 
method. 

2. Mere professions of creed were more 
and more excluded. 

3. Research into the degree of agreement 
and the reasons and causes of disagreement 
of the experts in psychotherapy were en- 
couraged. 

4. Humane viewpoints, the true basis and 
justification of psychotherapy, were stressed 
in the handling of the traumatic neurotic, 
the social neurotic, the criminal, the neurotic 
whom the clergyman may see. 

5. A psychotherapy of the psychoses was 
outlined and weighed critically. 

6. Psychotherapeutic research in the vari- 
ous medical branches was encouraged. 
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Two hundred eighty highly disturbed fe- 
male psychotics, of all age groups, exhibiting 
nudity, untidiness, destructiveness, and com- 
bativeness, residing at Elgin State Hospital 
for many years, have been receiving treat- 
ment with chlorpromazine and reserpine for 
the past 10 months. 

At this writing [report received Jan. 24, 
1956] 68 of the 280 have been discharged, 
the first patient having left 7 months ago. 
As patients began to leave, a special chlor- 
promazine-reserpine clinic was established. 
It is staffed by a psychiatrist, a social worker, 
a laboratory technician, and a pharmacist. 
There, at 2-week intervals, a careful search 
for possible side-effects, interpersonal ther- 


CLINICAL NOTES 


RESULTS WITH CHLORPROMAZINE AND RESERPINE ON 
CHRONICALLY NUDE, UNTIDY, DESTRUCTIVE AND 
COMBATIVE PATIENTS 


Tuer SUSTAINED IMPROVEMENT AFTER DISCHARGE WITH CONTINUED MEDICATION 


WERNER TUTEUR, M.D., ROCHUS STILLER, M.D., OTTO WHITEHILL, M.S., 
AND DAVID LEPSON, M.S. 
Exoin, IL. 


CONTRIBUTIONS OF PSYCHOLOGY TO PSYCHIATRY 


apy, and counseling of the family are prac- 
ticed, in addition to morphological blood 
studies and dispensing of the drugs. 

Four of the 68 discharged patients re- 
turned after 4, 7, 69, and go days, respec- 
tively. Of the remaining 64, 18 are gainfully 
employed ; 22 keep house independently ; 13 
keep house under supervision ; 6 remain idle ; 
and 5 left only several days ago and have 
not yet reported their activities. 

One of the 68 discharged patients devel- 
oped Parkinsonism, and 2 others developed 
increased salivation during the first 2 weeks 
after discharge. 

The project continues. 


ALLEN HODGES, Pu.D.," Avsert Lea, MINN., AND 


During the past few years, efforts have 
been made to define the professional areas 
of the two professions—psychiatry and 
clinical psychology. Although no common 
meeting ground has been reached on a broad 
professional basis, individual psychologists 
and psychiatrists continue to work side by 
side in treatment, research, and other set- 
tings. This is not surprising if the basic 
tenet is accepted that “the patient dominates 
the scene’”(2). In research there has always 
been a common meeting ground, and its mu- 
tual importance is increasingly recognized. 


1 Clinical psychologist, Southern Minnesota Men- 
tal Health Center, Albert Lea, Minn. 

2 Director of Psychological Services, Department 
of Public Welfare, State of Minnesota, St. Paul, 
Minn. 


JOHN HAWKINSON, B.5S.,? St. Paut, Minn. 


If both disciplines are to continue scientific 
advance, it must be based on the scientific 
testing of clinical hypotheses rather than the 
elaboration of clinical inferences. Psycholo- 
gists by training are equipped to contribute 
to psychiatry’s scientific advancement. 

The purpose of this memorandum is to give 
some indication of the degree in which psy- 
chologists have made scientific contributions 
to the field of psychiatry during recent years. 
It is also hoped that this survey will provide 
basic data by which future trends in such 
interprofessional collaboration may be mea- 
sured, 

To estimate the extent of these psycho- 
logical contributions the authors reviewed 
1,319 articles published in the American 
Journal of Psychiatry from January 1944 
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TABLE 1 


Articles authored by 


psychologists 
Total 


Combined 
total 


Articles co-authored 
by psychologists 
— 


Percent- 


articles Number 


aw 


Grand totals .. 1,319 Sum = 4! 


Per cent 


Av. = 3.11 


Per cent 
4.6 
5.6 
5-3 

10.6 
6.1 
68 
5.6 

10.2 

10.3 
7-4 
66 


Number ages 
6.1 
9.3 
74 

14.6 
9.1 
98 
7.2 

15.6 

12.2 

11.4 
9.5 


1.5 
37 
2.1 
40 
3.0 
3.0 
1.6 
5.4 
1.9 
4.0 
2.9 


Av. = 73 


* Incomplete: Journals 1/44, 9/46, 7/47 and 11/54 not included. 


through December 1954. This journal was 
selected because it is the official organ of 
The American Psychiatric Association. 

All articles, clinical notes, and correspond- 
ence that carried authors’ names were in- 
cluded. Excluded were news and notes, edi- 
torial comments, and book reviews.’ Non- 
medical contributions were listed and subse- 
quently checked for membership in the 
American Psychological Association(1). 
Table 1 contains the summary of the find- 
ings. 

While no significant numerical trends ap- 
pear during the period studied, the follow- 
ing facts emerged: (1) Articles authored 
by psychologists ranged from 1.5% in 1944 
to 5.4% in 1951. Forty-one, or about 3% 
of the total articles, were authored by psy- 
chologists. (2) Articles in which psycholo- 
gists were listed as co-authors ranged from 
4.6% in 1944 to 10.6% in 1947. Of the 
1,319 articles reviewed, 97 or approximately 
7% were co-authored by psychologists. (3) 
Taken together, psychologists had a hand 
in 138 or 10.2% of the 1,319 contributions 
published in the American Journal of Psy- 
chiatry during the 11-year period surveyed. 


*Four journals published during this 11-year 
period were not available: Nos. 1, 1944; 9, 1946; 
7, 1947; 11, 1954. 


SUMMARY 


In order to obtain some indication of psy- 
chologists’ contributions to the field of psy- 
chiatry, a review was made of 1,319 articles 
appearing in the American Journal of Psy- 
chiatry during the past 11 years. While no 
significant numerical trends appear during 
the period studied, the following conclusions 
can be made. 

1. Articles authored by psychologists 
ranged from 1.5% in 1944 to 5.4% in 1951. 
Forty-one, or about 3% of the total articles, 
were authored by psychologists. 

2. Articles in which psychologists were 
listed as co-authors ranged from 4.6% in 
1944 to 10.6% in 1947. Of the 1,319 articles 
reviewed, 97 or approximately 7% were co- 
authored by psychologists. 

3. All in all, psychologists had a hand in 
138 or 10% of the 1,319 contributions pub- 
lished in the American Journal of Psychiatry 
during the 11-year period studied. 
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It is a common observation that great 
anxiety is experienced by a person in an 
acute schizophrenic reaction. When such a 
person also has organic heart disease, the 
intense anxiety may impose a serious added 
burden on the diseased heart so that conges- 
tive heart failure may suddenly occur, The 
following case is reported because death from 
acute congestive heart failure occurred dur- 
ing an acute schizophrenic reaction, and be- 
cause previous to his schizophrenic break this 
person had never manifested any clinical 
evidence of impaired cardiac function from 
his rheumatic aortic stenosis. 


A 39-year-old white male was admitted to Jackson 
Memorial Hospital on August 14, 1955, from the 
county jail where he had been serving a prison 
sentence for illegal gambling. He had the convic- 
tion that there was a group of prisoners who were 
plotting against him and that they were going to kill 
him. 

History.—In 1942 he was rejected for military 
service and was told that he had a serious heart 
murmur. However, he had never curtailed his 
activities because of this, and only rarely had he ex- 
perienced mild dyspnea and precordial distress on 
excessive physical efforts. He never experienced 
an episode of congestive failure, arrhythmia, or 
embolism. 

Physical Examination—He was an _ underde- 
veloped, white male who was in no physical distress, 
but who was obviously very tense and anxious. His 
pulse was 100, and his blood pressure was 114/104. 
His neck veins were flat, and his lungs were clear 
to percussion and auscultation. The apical impulse 
was palpable 3 cms. lateral to the MCL in the left 
fifth interspace. The typical thrill and murmur of 
aortic stenosis were present. 

Mental Status Examination.—His attitude was 
one of suspiciousness, and his stream of talk was 
circumstantial. At times his affect would be flat- 
tened and inappropriate to the ideas he expressed, 
and at other times his marked anxiety would break 
through. There was definite concreteness to his 
thinking, and occasionally disconnections in his 
thought associations were apparent. There were 


1 From the department of psychiatry, University 
of Miami School of Medicine and the Institute of 
Jackson Memorial Hospital, Miami, Fla. 


CASE REPORT 


SUDDEN DEATH PRECIPITATED BY ANXIETY COMPLICATING 
AORTIC STENOSIS! 


EMIL M. ISBERG, M.D., Miami, FLa. 


no evidences of an underlying organic brain syn- 
drome. 

Course In Hospital—Marked anxiety was evi- 
dent, and the patient was started on reserpine, 5 mg. 
intramuscularly, and 3 mg. orally, daily, but his 
restless agitation and marked anxiety were only 
partially allayed by reserpine. During the night of 
August 21, he was found sitting over the edge of 
his bed, gasping in marked air hunger. When a 
physician responded to the emergency call a few 
minutes later, respirations had ceased. 

An autopsy was performed and the striking gross 
findings were: (1) marked pulmonary edema, (2) 
bilateral pleural effusions, (3) marked calcific aortic 
stenosis, with the aortic orifice reduced to an area 
of approximately 0.2 cm.*, (4) dilatation and hyper- 
trophy of the left ventricle. 

Comment.—It is apparent that a marked 
increase in work is demanded of a left ven- 
tricle which has to squeeze blood through a 
stenotic aortic orifice of 0.2 cm.*; yet the 
left ventricle of this person was able to as- 
sume this strenuous work burden without 
clinical evidence of functional impairment 
until intense anxiety superimposed an in- 
surmountable additional load on his heart. 
One can expect congestive heart failure to 
occur when the demand for cardiac output 
exceeds the capacity of the heart to meet this 
demand. It has been demonstrated that 
cardiac output is significantly decreased in 
aortic stenosis(1), and that in anxiety the 
body’s increased circulatory needs demand 
an increase in cardiac output(2). It then 
follows that the occurrence of marked anx- 
iety in a person with aortic stenosis consti- 
tutes a clinical situation of serious import, for 
this heart lesion prevents fulfillment of the 
demand for increased cardiac output imposed 
by anxiety, and accordingly acute congestive 
failure and death may ensue. 
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HISTORICAL NOTE 


SIMON-ANDRED TISSOT (1728-1797) 
Tue Frevupian Berore Freup 


The battle between those who maintain 
that Freud’s theories are a completely new, 
unique scientific phenomenon, and those who 
call his formulations fantastic and feel they 
will soon disappear like comets may be some- 
what assuaged by consideration of the 
French-Swiss physician Tissot. As a medical 
writer of repute in his own time, Tissot pre- 
sented almost 150 years ago what we, today, 
would call “basic Freudian concepts.” 

Tissot, born in west Switzerland, prac- 
ticed and taught in Lausanne for most of his 
life. His books were most popular during his 
life; his Traité sur les Nerves et leurs 
Maladies (1778-1783) was considered his 
masterpiece, His other major works, L’Ona- 
nisme (1760), L’Avis du Peuple sur la 
Santé (1761), Essai sur les Maladies des 
Gens du Monde (1770), were translated into 
German and English and ran to as many as 
10 editions, 

In his treatment of problems similar to the 
ones which concerned Freud, the similarity 
is so astonishing that one cannot help but call 
Tissot the latter’s predecessor. For example, 
in an appendix to L’Onanisme, one of the 
first compact works in sexology, there is a 
short chapter on nocturnal pollutions. In it, 
the author attributes them to dreams in a 
way reminiscent of Freud’s wish-fulfillment 
theory. Tissot explains that when our senses 
are chained by sleep, our thoughts (idées) 
of our mind (/’dme) may continue the oc- 
cupation of the day. If there were an inten- 
sive occupation with sexual content (plaisir 
d’amour) it may be transferred upon the 
will, which will in turn produce an activity of 
the sex organs, causing a pollution (move- 
ments dans les organs de la génération). 

Tissot also had a far-reaching insight into 
the relationship between sex and hysteria, the 
starting point of Freud’s theories. The for- 
mer reports a number of cases in which 
women, deprived of natural sex-release, “lost 
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their minds” or were subject to severe 
hysterical attacks. In these cases, Tissot 
recommended a kind of release therapy, a 
rubbing with a towel, or some such thing, 
which would create a coital excitement. This 
seemed quite successful, even in the case of 
hysterical spells of a nun. 

Most intensively he emphasizes the danger 
of abstention for those who are not suited to 
it by “temperament,” not only in relation to 
hysteria, but as a cause of psychopathology 
in general. In the latter connection he calls 
on earlier authors like Galen and the Swiss 
doctor Nicholas Zindel, who, already in 1745, 
wrote a tractate on this subject. He dis- 
cusses the relation between complete sexual 
continence and psychopathology in great de- 
tail in the Traité sur les Nerves. In this work 
he also evolves a rudimentary concept of an 
un- or subconscious, The worst consequences 
of abstinence, he says, are most “secret,” 
hysteria being one of these “secret” con- 
sequences, so frequent among single and 
widowed women. 

The Traité further contains a suggestion 
of the theory of suppression. The term itself 
appears in relation to menstrual irregularities. 
Tissot uses it in a somewhat wider range 
than did Freud. The former uses it as a 
physical as well as mental process. When 
menstruation becomes irregular, it is, accord- 
ing to Tissot, suppressed, causing, most fre- 
quently, severe mental imbalance and disease. 
On the other hand, “suppression” can be 
active, in a psychosomatic sense, in mental 
illness resulting in menstrual irregularities. 
Tissot describes this suppression quite well 
phenomenologically, but he does not have 
insight into its subconscious dynamics. Tissot 
was aware of something like the subcon- 
scious, but it was left to Freud to unveil its 
role in psychopathology some 100 years later. 

Ernest Harms, Pu. D., 
New York City. 
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CORRESPON DENCE 


THE DANGER OF VARIOUS TYPES OF MEDICATION DURING 
ELECTRIC CONVULSIVE THERAPY 


Editor, Tut AMERICAN JOURNAL oF Psy- 
CHIATRY : 


Sir: Being in contact with many psychi- 
atrists who give electric convulsive therapy 
(ECT), I am greatly alarmed by personal 
communications on fatalities which remain 
unpublished because of understandable fear 
of law suits. The purpose of this brief note, 
is to inform the profession and to warn 
against unnecessary use of various types of 
medication in connection with this treatment. 

Death in ECT without premedication has 
been extremely rare. This is in accordance 
with the neurological experience that a con- 
vulsion in itself is a mechanism which the 
human body is able to stand very well. An 
analysis of the first report on fatalities in 
ECT showed that those who had died during 
the actual treatment had all received pre- 


medication with curare. In my own large 
experience with ECT the only fatality oc- 
curred in one of the few cases treated with 


curare. Muscle relaxation is now widely 
recommended with the less dangerous suc- 
cinylcholine. Yet, this too undoubtedly adds 
to the risk of the treatment. Reports on 
fatalities are rare, but unpublished near- 
fatalities and deaths are sufficient reason to 
object to occasionally heard statements that 
administration of ECT without a muscle re- 
laxant constitutes negligence. Knowing that 
in European countries succinylcholine is even 
more widely used than here, I wrote to two 
European experts on electroconvulsive ther- 
apy. According to their answers, one of 
them discontinued succinyicholine after one 
fatality ; the other had 2 fatalities with 15 mg. 
and 20 mg. succinylcholine respectively. Such 
occurrences cannot be minimized by the fact 
that many others have used this technique 
without untoward results. 

The fact that intravenous barbiturates 
have to be given in combination with the 
muscle relaxant add further to the potential 
risk, although we all have to use intravenous 


barbiturates even without muscle relaxation 
in selected cases to counteract postconvul- 
sive excitement. It is undeniable, however, 
that respiratory difficulties are greater in 
such patients than in those treated without 
barbiturates. 

Much more serious is the sharp rise of fa- 
talities in patients who are under chlorproma- 
zine and reserpine medication while given 
ECT. I received detailed reports on several 
such fatalities. One case each of death from 
ECT during chlorpromazine and reserpine 
medication will be quoted briefly. A man, 
age 55, suffering from a depression, had a 
blood pressure of 145/90 and a normal EKG. 
He took a first tablet of 50 mg. of Thorazine 
the evening before the first ECT and a 
second tablet of 50 mg. of Thorazine the 
morning of the treatment. After the con- 
vulsion he resumed normal respiration but 
expired a minute later. No autopsy. 

A physically healthy young man, age 20, 
who had received ECT before, was placed on 
reserpine, 1 mg., b.i.d. during a relapse of 
his schizophrenic symptoms, During this 
medication ECT was resumed, and he died in 
the 8th treatment with signs of cardiac arrest. 
Autopsy revealed only pulmonary and 
cerebral edema. The psychiatrist who treated 
him also reports 5 near-fatalities in patients 
who had taken reserpine 1 mg. b.i.d. for at 
least 2 or 3 weeks. They became ashen in 
color and showed signs rather of cardiac than 
respiratory arrest. He had had no similar ex- 
periences before he started, nor since he dis- 
continued medication with reserpine in ECT 
patients. 

That intravenous barbiturates add to the 
danger in such cases is suggested by a fatality 
in a man who took Thorazine only irregularly 
but who was given intravenous penthotal as 
premedication to his first electroshock treat- 
ment. The potentiating effect of chlorproma- 
zine on barbiturates might have contributed 
to this accident. 
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Again I must urge that more caution be 
used in complicating ECT with any type of 
medication. This does not mean that succinyl- 
choline should never be used, but we must 
realize that the question of its routine use 
has not yet been settled. As far as chlorpro- 
mazine and reserpine are concerned, they 
should be discontinued, wherever possible, 


several days before ECT is instituted. Since 
no convincing evidence has been brought for- 
ward that the combination of these drugs 
with ECT is therapeutically more effective 
than when they are given separately, their 
simultaneous use should be avoided. 
Loruar B. Katinowsky, M. D. 
New York City. 


COMMENT ON DR. ASHLEY MONTAGU’S “MAN—AND HUMAN 
NATURE” (DECEMBER 1955) 


Editor, Tuk American JouRNAL or Psy- 
CHIATRY 


Sir: In his paper in the December issue 
of THe AMERICAN JOURNAL OF PSYCHIATRY, 
Dr. Montagu asked the most important ques- 
tion from the human point of view which can 
be asked, “What is Man?,” and gives a re- 
freshingly optimistic answer. The pessimism 
of the Freudians which he points out is puz- 
zling, for analytic psychotherapy rests on the 
assumption that if the individual can be freed 
from the attitudes which he has acquired 
from his particular micro-culture, the re- 
sidium will be a socially cooperative indi- 
vidual, 

However, I am not ready to go along with 
Dr. Montagu’s insistence that human nature 
has nothing of aggression in it. He points out 
the error which results from confusing ‘“con- 
stitutional” with “innate,” “heredity”, with 
“genetic endowment,” but he himself falls 
into another error in assuming that only that 
which is manifest in the child before social- 
ization is genetically determined. This is 
analagous to asserting that because the thy- 
mus is present at birth, its disappearance at 
adolescence is not genetically determined. 
The adult human body is the result of the 
interaction between the environment, physical 
and social, and continuing genetically deter- 
mined maturation. I see no reason to think 
this is not true also of the adult human per- 
sonality. The phenotype is such a tangle 
of genetically and culturally determined ele- 
ments that unravelling the threads is an al- 
most impossible achievement. Once socializa- 
tion has begun, the manifestation of further 
genetic maturation will inevitably be greatly 
distorted. 

Nevertheless there are some hints, It ap- 


pears to me that one of the clearest instances 
of genetic maturation is ganging in late child- 
hood and early adolescence. The manifesta- 
tion appears with explosive suddenness. 
There is very little in the child’s previous 
socialization, at least in many subcultures, 
to prepare the boy for it and not infrequently 
it is in intense opposition to all the pressures 
of the society around the boy. Furthermore, 
it appears in very much the same form in 
cultures which in most other respects are 
very widely different from our own. In many 
of them it is ritualized as a rite de passage 
to adult society. 

The gang is characterized by intense 
loyalty of its members and by strong rivalry 
toward other gangs that it comes in contact 
with, which often finds expression in overt 
aggression, It seems to me very clear that the 
rivalry toward other gangs is an integra! 
part of the sense of loyalty to the boys own, 
that it is a part of the genetic maturation. 

If it is true that the man’s final genetic 
evolution occured in an area and under cir- 
cumstances of scarcity and severe environ- 
mental stress, intense cooperativeness among 
the members of the small group would have 
had a strong survival value, while at the 
same time the group would have had to de- 
fend vigorously the territory which it could 
exploit from intrusions of other groups. 
Thus I believe that man is genetically both 
cooperative and aggressive—cooperative to- 
ward his immediate group and aggressive 
toward outside groups. The aggression is 
not however the individual buccaneering sort 
postulated by the Victorian theorists, but is 
a group phenomenon. 

Participation in the small group is spon- 
taneous, immediate, and, I believe, genetically 
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implanted. Participation in larger associa- 
tions is learned, mediated by symbols, and I 
believe a cultural invention, Culture is not 
a big bad wolf that transforms the naturally 
loving and cooperative infant into a ruthless 
predator, but is rather primarily concerned 
with reconciling man’s inate, parochial tribal 
nature with the necessities for larger co- 


operation if the mastery of his environment, 
which his technical discoveries make possible, 
is to be exploited. I think Dr. Montagu does 
a disservice to efforts at social improvement 
by oversimplifying the complexity of the 
problem. 
Tempce M.D., 
Ithaca, N. Y. 


REPLY TO THE FOREGOING 


Editor, Tuk AMERICAN JOURNAL oF Psy- 
CHIATRY : 


Sir: I am indebted to Dr. Burling for his 
interesting letter because, among other things, 
it brings to my attention a concept of which 
I had hitherto not been aware, namely, that 
the aggressive tendencies of the human being 
need not be manifest in the infant because 
they may be genetically determined to appear 
at a later age. What is the evidence for this 
suggestion? Dr. Burling provides a badly 
limping analogy from the involution of the 
thymus (which, incidentally, does not disap- 
pear in adolescence as Dr. Burling says it 
does). He also thinks that “ganging in late 
childhood and early adolescence” is ‘‘one of 
the clearest instances of genetic maturation,” 
and constitutes much the same maturation 
phenomenon as the maturation of aggression. 

As an anthropologist I can assure Dr. Bur- 
ling that there are many known nonliterate 
societies (Australian and Eskimo, for ex- 
ample) in which children exhibit no such 
behavior. It will come as a surprise to most 
anthropologists to learn that rites de passage 
represent the ritualized expression of genet- 
ically determined drives to form gangs. Of 
course children exhibit ganging behavior in 
some societies, but they don’t in others (for 
example, the Polar Eskimo, and other 
Eskimo groups), and some societies have no 
form of rites de passage, either. 

It is the crassest assumption, quite con- 
trary to the evidence, that man’s “genetic 
evolution occurred in an area and under cir- 
cumstances of scarcity and severe environ- 
mental stress,” and that under such circum- 
stances intragroup cooperation and extra- 
group competition would have resulted. The 
fact is that the best evidence we have con- 
cerning the areas of man’s genetic evolution 


indicate an association with a lush fauna and 
flora, and furthermore that widely separated 
populations of mankind were very small up 
to about 10,000 years ago, so that there would 
have been neither the necessity nor the op- 
portunity for the development of extragroup 
aggression. For living exemplifications of 
these facts I refer Dr. Burling once more, 
to my Australian aborigines and Eskimos. 

“Culture” writes Dr. Burling “is not a 
big bad wolf that transforms the naturally 
loving and cooperative infant into a ruth- 
less predator, but is rather primarily con- 
cerned with reconciling man’s innate paro- 
chial tribal nature with the necessities for 
larger cooperation. .. .” Certainly culture 
is not to be conceived as a big bad wolf. It 
is man’s means of making himself more com- 
fortable in the world, but it can also serve 
as the vehicle for making himself extremely 
uncomfortable. The genetically determined 
plasticity or educability of man is at the 
mercy of his culture. 

As for “man’s innate parochial tribal na- 
ture,”’ I know of no evidence to support such 
a suggestion. Man is undoubtedly endowed 
with the strongest social drives, but happily 
for humanity these are not parochial in na- 
ture but universal. It is only when man is 
culturalized in parochial behavior that he 
exhibits it. 

We can simplify matters considerably. 
I will ask Dr. Burling a simple question—I 
apologize beforehand for its oversimplicity : 
If he knows of a single instance of the de- 
velopment of aggressive behavior in any late 
child or adolescent which could not be caus- 
ally explained on the frustration hypothe- 
sis—I challenge him to produce it. 

M. F. Asutey Montacu, 
Princeton, N. J. 
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ADRENOCORTICAL RESPONSIVITY TO STRESS AND ACTH 


Editor: Tue AMERICAN JOURNAL oF Psy- 
CHIATRY : 


Sir: A recent study of Bliss, Migeon, 
Branch, and Samuels reported in this Journal 
(Vol. 112, p. 358, Nov. 1955) found no dif- 
ferences in adrenocortical responsivity to 
stress and to injected ACTH between schizo- 
phrenic patients and normal controls. They 
measured changes in eosinophils, lympho- 
cytes, and blood 17-hydroxycorticoids, and 
they imply that their data controvert ours 
(1, 2, 3) in which differences in responsive- 
ness to 3 stress tests and to injected ACTH 
were found between schizophrenics and 
normals in terms of urinary measures of 
excretion of electrolytes, uric acid, and 17- 
ketosteroids. 

We wish to state that there is no contra- 
diction between their findings and ours as 
we pointed out in a 1953 publication(3) fol- 
lowing a report by Bliss and Branch of their 
results at a meeting. We have found no dif- 
ferences in response to stresses or to ACTH 
between schizophrenics and normals(1, 2, 3) 
in eosinophil counts or in per cent changes 
in total urinary corticoids before and after 
stress or ACTH injection and differences in 
lymphocyte count only in certain tests, not 
in others. The 17-hydroxycorticoids meas- 
ured in the blood by Bliss et al. are part of 
the total corticoids. That the 17-ketosteroid 
and corticoid responses do not parallel each 
other is not surprising despite the fact that 
both primarily reflect adrenicortical response. 
In acute stresses such as surgical interven- 
tion, fever, and burns, it is well known that 
corticoid excretion may be increased 3- to 
5-fold while the 17-ketosteroid excretion is 
actually decreased. Similarly in the adreno- 
genital syndrome, the 17-ketosteroid titre 
may be increased 10-fold while the corticoids 
are normal or even depressed. Bliss et al. 
measured certain C21 steroids (primarily 
hydrocortisone) in the blood and their 


methods would not yield information about 
urinary end products of the Crg steroids, 
nor would it give information about some of 
the urinary C21 corticoids and their metabo- 
lites as we have pointed out elsewhere(3). 
Abnormalities of adrenocortical responses 
of schizophrenics have been found by urinary 
studies of several aspects of steroid metabo- 
lism in contrast to the blood studies of 17- 
hydroxycorticoids of Bliss et al. Thus, in ad- 
dition to the differences mentioned above we 
have found in schizophrenic subjects a lower 
average urinary output of corticosteroids 
measured either as neutral reducing lipid 
(1, 2, 3) or as formaldehydogenic substance 
(5), suggesting differences in steroid me- 
tabolism or in the production of 17- desoxy- 
steroids. Also, the electrolyte regulator aldo- 
sterone has not been found by us in the urine 
of a majority of chronic schizophrenics 
studied although it is present in all urines 
from normal controls (unpublished). This 
is of special interest in view of the abnor- 
malities of electrolyte metabolism and re- 
sponses to stress and to ACTH we have 
found reflected in schizophrenic urines, i.e., 
excessive sodium excretion at rest and de- 

pressed Na and K responses to ACTH. 

Hupson Hoacianp, 
Grecory Pincus, 
Worcester Foundation for 
Experimental Biology, 

Shrewsbury, Mass. 
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REPORT ON THE INTERNATIONAL COLLOQUIUM ON CHLOR- 
PROMAZINE AND NEUROLEPTIC MEDICATIONS IN PSYCHI- 
ATRIC TREATMENT, PARIS, OCTOBER 20-22, 1955 


The following is a summary of significant 
findings which were discussed in 112 papers 
presented at this International Colloquium. 
The major emphasis was on chlorpromazine. 
There were approximately 20 reports which 
considered reserpine, 5 of which dealt ex- 
clusively with this drug. 

Indications—The majority of speakers 
were of the opinion that both chlorpromazine 
and reserpine had similar tranquilizing effects 
and similar indications. However, chlorpro- 
mazine was judged to be more effective, and 
more rapid in its effect than reserpine. The 
authors’ over-all impression was that both 
drugs were applicable to the following dis- 
orders, listed in order of importance: mani- 
acal states, acute psychoses particularly asso- 
ciated with excitation, confusional states, 
delirium tremens and toxicomanic states, agi- 
tated depression, neurotic anxiety and panic 
states, hypochondriasis, chronic psychotic 
states, and depression without agitation (as 
an adjuvant to electric shock). 

Worthy of note was the problem of pro- 
longed administration of chlorpromazine. It 
appears that a prolonged administration of 
this drug over periods of 2 years or more 
may prevent chronicity (Schneider), or the 
deterioration concomitant with prolonged 
hospitalization (Racamier). 

Pierson reported interesting observations 
on the effect of chlorpromazine on “collective 
anxiety.” He found on 4 occasions that ad- 
ministration of this drug, either to the leader, 
or to members of a group decreased anxiety, 
disorderliness, etc., and allowed better control 
of the situation. These observations led to 
the speculation of the possible “sociological” 
use of chlorpromazine. 

There were several reports on the use of 
the drug in epilepsy. It appeared that it 
might be effective in intractable seizures and 
particularly in myoclonic epilepsy. 

Complications.—In addition to the well- 


known complications of chlorpromazine, one 
case of oculogyric crisis was described by 
LeTailleur, also a few cases of asymptomatic 
papilledema. The problem of Parkinsonism 
in relation to reserpine was discussed at 
length. The majority favored the opinion 
that this complication is not a “true” Parkin- 
sonism. Bleuler reported 2 cases of ruptured 
stomach in patients receiving reserpine. The 
incidence was dramatic and occurred without 
warning. One patient was saved by immedi- 
ate laparotomy, another died. Caution was 
recommended in using reserpine in patients 
suffering from gastric disturbances. 

Physiology.—Several papers dealt with the 
EEG aspect of chlorpromazine and reser- 
pine. Terzian reported on inhibitory effect 
of chlorpromazine, and the “ambivalent” 
action of reserpine on the reticular activating 
system. He thought that reserpine did not 
inhibit the reticular system as chlorproma- 
zine does, but excited the cephalic portion of 
this system which, as Hess has shown, pro- 
vokes sleep and inhibition. 

Ey, et al., reported some correlation be- 
tween EEG tracings and clinical improve- 
ment due to chlorpromazine. They noted 
that schizophrenics whose tracings showed a 
discontinuous alpha rhythm did not respond 
as well to chlorpromazine as those with a 
continuous alpha rhythm. 

Bonnet, from his studies on photomyo- 
clonic response, concluded that patients who 
manifested a high threshold for this response 
reacted better to chlorpromazine than those 
with a low threshold. 

Werner maintained that for reserpine to 
have tranquilizing effect the cortex is neces- 
sary, while decortication enhances the in- 
hibitory effect of chlorpromazine. 

Soulairac reported a synergistic action be- 
tween chlorpromazine and insulin. These 
two substances, if administered together, in- 
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crease the rate of carbohydrate consumption 
beyond the level produced by insulin alone. 

Finally Rees noted that patients, who on 
Funkenstein’s test could be categorized in 
group 1 (marked reaction to epinephrine), 
and group 6 (marked reaction to mecholyl), 
responded more favorably to chlorpromazine 
than patients in other groups. He also noted 
a gradual normalization of the test during 
the treatment with the drug. 

Psychology.—There were few reports 
dealing with the psychological changes pro- 
duced by chlorpromazine or reserpine. The 
anxiety-reducing capacity of chlorpromazine 
was generally accepted, but its effect upon 
agitation remained problematic. It was noted 
that the drug had little, if any, influence on 
agitated mental defectives, or very deterio- 
rated patients. 

Petrie and LeBeau using Eysenck’s Intro- 
version-Extroversion tests found that oppos- 
ing changes were produced by chlorproma- 
zine and leucotomy. Chlorpromazine pro- 
duced no intellectual changes and increased 
the introversion, while leucotomy produced 
intellectual changes and decreased introver- 
sion, 

Ey and Faure spoke about “phantasmic 
release” as the result of chlorpromazine ther- 
apy, and asserted that this release was the 
cause of “structuration of the field of con- 
sciousness.” A brief phenomenological analy- 
sis was presented by Sutter who stated that 


in chlorpromazine therapy perceptions lose 
their personal tone, and things appear as not 
belonging to the self. According to him the 
drug ‘“‘deadens” the living through of differ- 
ent personality “instances.” Lehman spoke 
about “selective inhibition” as the result of 
chlorpromazine, and maintained that this 
drug produced a sort of “isolation.” 

Azima reported on the effects of chlorpro- 
mazine on the psychodynamic structure. A 
method of anaclitic treatment was described 
where a partial regression and dissolution of 
parts of the ego system was induced by a 
form of prolonged sleepiness effected by 
chlorpromazine. He noted that a planned 
disorganization and unlevelling of ego de- 
fenses may lead to a rebound process of re- 
organization in an appropriate psychothera- 
peutic setting. 

The general conclusions reached were that 
chlorpromazine and reserpine were not cura- 
tive agents, they had no causal influence ; that 
they were symptomatic medications which 
could arrest the evolution of acute psychoses 
and modify the progress of chronic psy- 
choses; that they might open the way for 
other therapies, particularly psychotherapy ; 
that they should not be considered as “psy- 
chiatric aspirins.” 

H. Azima, M.D., 
McGill University, 
Montreal, Canada. 


OPINION 


Nothing is more curious than the self-satisfied dogmatism with which mankind at each 
period of its history cherishes the delusion of the finality of its existing modes of knowl- 
edge. Sceptics and believers are all alike. At this moment scientists and sceptics are the 
leading dogmatists. Advance in detail is admitted: fundamental novelty is barred. This 
dogmatic common sense is the death of philosophical adventure. The Universe is vast. 


—A.rrep North WHITEHEAD 
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THESE TERRIBLE “TWEENAGERS” 


They are pretty terrible, aren’t they? And 
the press, Congressional and other commit- 
tees, “Youth Authorities,” one-idea fanatics, 
and all sorts of groups, aren’t going to let us 
forget how horrible these teenagers are. 
Some time ago it struck me that all this 
hullabaloo is not so much about the teenagers 
in terms of years of age as it is about the 
“tweenagers” at their levels of physiological, 
psychological and social development. They 
are betwixt and between the period of child- 
hood dependency, when life is controlled by 
adults, and the period when they must as- 
sume independent, responsible status—in 
other words, neither children nor adults. It 
all too often seems that we adults appear to 
feel that if we can manage to concentrate on 
the crimes (?) of the young, we can be less 
guilty and anxious abcut our own sins of 
omission and commission. Perhaps there is 
too much resentment of the fact that we are 
not as young as they. 

The tweenagers have perpetrated some 
pretty horrible crimes recently, though their 
elders have gone them a few better. But 
what percentage of the tween-age group is 
involved ? One, two, ten percent ? Then what 
of the other ninety or so percent? And, is 
this problem so new? Have we just suddenly 
bred a generation of monsters? Or is the 
publicity better? 

About every ten years there is a wave of 
horror about “juvenile crime.” And everyone 
decides to do something about it. But what? 
And who assumes the burden? A year later, 
we're off on something else. Why? How 
many people and organizations hold stead- 
fastly to the idea that their job is to keep 
up constant, long-range, activities? Why not 
parents? They should, by all means, but they 
don’t. 

Every succeeding commission or commit- 
tee commits itself to the commission of 
something—and then all too often seems to 
become disinterested or routinized, There 
are agencies and people who do not, but they 
fight an up-hill battle. In the waves of disin- 


terest, or perhaps it should be stated, greater 
interest in other areas, “juvenile delin- 
quency” is easily forgotten—the police and 
courts will take care of that. This point could 
be drawn out ad nauseam, but perhaps a cou- 
ple of examples may clarify some of the 
critical points involved. Here are certain re- 
corded facts; the dates are inter sting. 

Worse than a cyclone is the frightful avalanche 
of mental poison pouring from the press on all sides 
in the shape of cheap novels and story papers. 

A popular youth’s weekly contains a continued 
story of school life, thrilling in style and fully il- 
lustrated, showing how the downtrodden scholars 
arose in heroic rebellion against the strict discipline 
of a teacher and ousted him successfully. Fine stuff 
for school children! 

Strong language and stronger action are needed 
on this subject. There ought to be posted, on every 
fence, curb and public place, handbills warning 
against this worse than public nuisance, this moral 
poison, spreading over the mental horizon and mold- 
ing the secret purposes of the growing world of 
youth. And parents pretend to wonder what is the 
matter with their children! 


No, this was not written in 1955 by any 
of our own thunderers against the “comic” 
books or television, or lack of discipline, etc. 
Nor by some of the same type, who earlier 
blamed radio for all delinquency. Not even 
by one of our parents’ generation, to whom 
even Tip Top Weekly, let alone Nick Carter, 
the James Boys, Kit Carson, and such non- 
intellectual (but fondly remembered) fodder 
was anathema ; regarded as a sure sign that 
the adolescent was headed into a life of 
crime, or, at the very best, the asylum for 
idiots. (The youth’s weekly may have been 
The Youth’s Companion, which was, to my 
generation, so horribly staid and “goody- 
goody” that we read it only under compul- 
sion. Which may be why it eventually sus- 
pended publication. I can only hope that my 
memory does the magazine no serious injus- 
tice.) 

No, the quotation happens to be part of an 
editorial in the New York World Telegram 
of April 28, 1949. The heading is: “Yet 
Youth Survives,” and the first paragraph 
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reads: “Seventy years ago this month, in 
1879, a Massachusetts weekly (Turner’s 
Public Spirit, Ayer, Mass.) printed the fol- 
lowing :” (the material quoted above). The 
World-Telegram editorial concludes with 
this paragraph, which one could wish some 
of our pundits of today might read and re- 
read: “We call the above venerable 70-year- 
old exhibit to the appreciative attention of 
all present members of the famous More-It- 
Changes-More-It’s -The-Same-Thing-Club.” 
To which I would add, may the numbers in- 
crease faster than the numbers of non- 
constructive critics. 

A second item, condensed from original 
reports: It is a case of what we now call 
“mugging,” and of murder, which escaped 
detection for some years. As reconstructed, 
when the crime was eventually brought to 
light, the story went something like this: 
The victim was an older man, whose arrogance at 
the time was certainly in part habit, but may also 
have been somewhat colored by fear for his own 
safety, induced by news that had upset him during 
the preceding several days. The criminal was a 
tweenager, himself fleeing from menacing threats 
which he was unable to face or quite understand. 
The two met in a narrow way, where the insolent 
upstart refused to yield passage. When the elder 
threatened with his cane, the youngster wielded his 
knife with energy, and dispatched the older man. 
When some bystanders tried to intervene, the ber- 
serk youth stabbed them and all but one, who was 
severely wounded, died. The youngster then escaped ; 
eventually married, had children, and became the 
most influential and respected leader in his com- 
munity. Finally his crime was revealed by the one 
left for dead, as well as by his own conscience. 


What came out? He was a patricide; had 
married his own mother. The name of this 
mythical delinquent was, of course, Oedipus 
Rex—the year escapes me. The Greek dram- 
atists made a great deal of the story, but if 
you have read it carefully, you will realize 
that Oedipus did not have an Oedipus com- 
plex, in the Freudian usage of that phrase. 

Come to think of it, isn’t it pretty remark- 
able that several thousand generations of 
tweenagers, including you and me, who 
frightened and upset their elders by taking 
the world to Gehenna, have somehow man- 
aged to survive only to be frightened and 
upset in turn? Not to mention having time, 
somewhere along the line, to invent the 
wheel, learn to use fire, to cultivate plants, 
to domesticate animals, to build shelters, 


make clothing, and invent innumerable help- 
ful devices? In other words, they learned 
how to survive the threats of nature. And 
then, on top of all that, they somehow man- 
aged to correlate sounds into alphabets, and 
so convert them into written symbols; de- 
velop the sciences, such as astronomy, as an 
esoteric example; “remake the face of the 
earth” ; and so on and on through a long list. 
It isn’t always certain that what has been ac- 
complished was worth the cost in sheer hu- 
man misery, or that what we call civilization 
is really civilized, but could any of it have 
been done if it hadn’t been for adolescents 
who survived the rigors to which their fright- 
ened ancestors subjected them? And, unfor- 
tunately, left to their descendants the herit- 
age of hostility—hostility from the older 
generation to the on-coming one, and from 
the more recent to the older. An ever-recur- 
rent pattern. 

My thesis is that the kids aren’t quite so 
bad as they are painted. But they are not all 
sweetness and light, either. They never have 
been. Not through all the years of recorded 
history. As man has changed his ways of liv- 
ing, fighting and working, succeeding genera- 
tions have had more to learn about. Not as 
a matter of equal changes from generation 
to generation, but the changes and the neces- 
sity are there. Today’s youngsters are con- 
fronted with far more complex situations 
than were their grandparents, or even their 
parents. Just to mention one item—the num- 
ber and variety of mechanical and electrical 
devices which complicate life, though it is 
perhaps easier physically. And with our 
urban type of life and the speed of communi- 
cation and transportation, they have many, 
many more people to contend with. It can be 
rather humiliating for an elder to find that 
junior can do some things more easily and 
more successfully than can the elder, or 
make an easier social adaptation. 

If we adults were really smart, and actually 
smarter than the kids, we would make or- 
ganized and really carefully thought-out ef- 
forts to release in creative directions all that 
precious, restless energy and curiosity they 
have. It is the potential outlets we older 
people should have experience enough to 
attempt to provide. Which we can do, if we're 
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not too frustrated and self-centered our- 
selves. We can’t “let George do it”—George 
being the police or the courts or the schools 
or the churches or the clinics. It’s a job in 
which we all have a place, especially parents 
and the home. 

Sut do we like kids? Are we interested in 
their efforts and future? Or are they just 
nuisances ? Hostility between the generations, 
and sibling and peer jealousy have always 
been with us. With people being more and 
more crowded together, there is little chance 
that these forces will diminish, unless there 
is concerted effort at preventive work, begin- 
ning with the individual and the home. 

But here we are, we adults, who live in a 
world where “we march right up” and we 
“march right down” again. For more than 
6,000 years the world has been marching into 
hell (according to quotes which I have 
found) because of the tweenagers. Yet it is 
those tweenagers who survive the period of 
stress, who always save the day. 

I really don’t know how to try to get the 
point across. Even here in New York City, 
the most congested, piled-on-top-of-each- 
other place in the world, at least so far as 
I’ve seen or read (I’ve not been in Tokyo or 
Buenos Aires which seem to offer some 
competition), the fact remains that about 


ninety-five percent of the tweenagers are very 
decent kids. Many troubled, yes. Many un- 
sure, yes. Many uncertain of being admitted 
into the adult world, yes. And that point is 
perhaps the most important of all. 

Frightened kids ; different kids; kids who 
don’t know how to go from here to there; 
kids who need knives and guns and gangs to 
protect themselves ; kids who show their re- 
sentment toward the adults by kicking or 
shooting or stabbing them to death; who get 
into gang wars. Their kind of gang wars. 

And these mixed-up kids grow up to be 
mixed-up adults, who in turn mix up their 
kids, and so on ad infinitum. 

But is it too much to ask that at least some 
of us adults should not be frightened by the 
tweenagers? And try to do a decent, coordi- 
nated job in making a world in which they 
can live and progress? Just now the thunder 
is for power and force and police and no 
“pampering.” But these kids need outlets for 
their energy, which our schools and our labor 
laws do not provide. 

What seems to be needed is a far greater 
degree of constructive imagination, actively 
coordinated, from many groups who have an 
approach to the problems of people, includ- 
ing psychiatrists and juvenile courts. 

L. G. L. 


HUMAN BETTERMENT 


Attempts at improving the lot of mankind have all hitherto been directed towards im- 
proving his conditions but not his nature, and as soon as the conditions lapse all is lost. 
The only hope is to use our knowledge of biology in such a way that all would not be lost 
with the lapse of the conditions. The principles of heredity offer an anchor which will 
permanently fix any gains that there may be made in the quality of mankind, 


—Sm Cuartes Darwin, 
The Next Million Y ears 
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University Course in Psy- 
CHIATRIC ADMINISTRATION.—This course, a 
cooperative project of the School of Public 
Health and the department of psychiatry, de- 
signed to train mental hospital administra- 
tors, directors of community clinics, and 
supervisors of state mental hospitals, begins 
in September 1956. Consisting of two 
8-week quarters running until February 1, 
1957, the course offers roughly 4 months of 
intensive study based on established hospital 
administration procedures, particularly those 
outlined by the committee on accreditation 
of mental hospital administrators of The 
American Psychiatric Association. 

On completion of this preliminary course, 
the physician will return to his hospital for 
a year, where, in addition to his regular 
work, he will partake in an administrative 
project under the supervision of the uni- 
versity. After this internship, he will return 
to Columbia for a further 4 months of in- 
tensive seminar work in mental hospital ad- 
ministration, at the end of which he will be 
a candidate for a degree in psychiatric 
administration. 


Socio-ENVIRONMENTAL ASPECTS OF Pa- 
TIENT TREATMENT IN MeNrTAL Hosp!racs. 
—A conference on this theme, the first of its 
type ever held, sponsored jointly by the Na- 
tional Institute of Mental Health and the 
research department of the Boston Psycho- 
pathic Hospital, took place December 13-16, 
1955, in the new research building of the 
hospital. 

The conference attempted to survey the 
various recent studies based on the idea that 
the recovery of the mental hospital patient 
depends not merely on specific treatment 
procedures, but perhaps even more on the 
sociopsychological characteristics of the hos- 
pital itself. Investigators in psychiatry and 
the allied social sciences have seen the hospi- 
tal as a “living laboratory” forthe practical 
application of existing knowledge and the 
development of new theories and research 
techniques. The major aim of the conference 
was to assess present knowledge and the 
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contribution hospital research can make to 
systematic social science. 

The 50 participants constituted a cross 
section of the workers in the field and the 
geographical regions of the U. S. Three 
visitors from England, Dr. T. P. Rees, Chel- 
sam House, Warlingham; Dr. Maxwell 
Jones, Belmont Hospital, Surrey; and Dr. 
Morris Carstairs, Maudsley Hospital, Lon- 
don, were a stimulating influence. 

The proceedings of the conference will 
be published. 


Cup Psycuuiatry, N. Y. State Serv- 
ice.—Commissioner Paul H. Hoch has an- 
nounced that Dr. Lauretta Bender, professor 
of clinical psychiatry at the New York Uni- 
versity-Bellevue Medical Center, has been 
appointed principal research scientist in child 
psychiatry, a new position in the State De- 
partment of Mental Hygiene. This position 
was created under the department’s new 
g-point intensified treatment program which 
calls for greater emphasis on research in the 
emotional disorders of childhood and ado- 
lescence. Two wards at Creedmoor State 
Hospital, one each for boys and girls, will 
serve as the nucleus for this program. 

Dr. Bender has been senior psychiatrist in 
charge of the children’s service at Bellevue 
Hospital in New York City for 21 years, 
and a member of the hospital staff since 1930. 
She will continue as an attending psychiatrist 
on the children’s service. 

In the spring of 1955 Dr. Bender received 
the Adolf Meyer Memorial Award for her 
contributions to the understanding and treat- 
ment of schizophrenic children. 


New UNrr ror JewisH Hosp1tat or St. 
Louts.—Dr. David Littauer, Director of the 
Jewish Hospital of St. Louis, has announced 
the award of $131,640 under the terms of 
the Hill-Burton Hospital Construction Act 
for the purpose of erecting a new unit for 
adult psychiatric patients. The unit will be 
located on the fifth floor of the Mark C, 
Steinberg Memorial Hospital now under con- 
struction on the Parkview Place frontage of 
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the Jewish Hospital medical center. Begin- 
ning with 10 beds, the unit can be expanded 
to include 35 beds as needed. 

A further contribution of $600,000 from 
Mrs. Ellen S. Berkman and the Steinberg 
Charitable Trust and Mrs. Etta Steinberg 
has been announced to underwrite a new 
inpatient child psychiatric center at the 
hospital. 

Dr. Littauer said this is the first program 
of its kind in St. Louis and that the Berk- 
man-Steinberg underwriting will cover an 
8-year period for the carrying out of the 
psychiatric program. 


CARNEGIE CORPORATION ANNUAL Re- 
porT.—Among the grants from the Corpora- 
tion during 1955 to research programs in 
human behavior are: To the University of 
California, one of the outstanding centers in 
the worid for neurophysiological research, 
$55,000 to continue studies in the physiologi- 
cal mechanisms in emotional expression, per- 
ception, motivation, and learning; to the 
University of Chicago a final grant of $30,000 
to complete a study of the problems of aging, 
a program which, since its inception, has been 
supported by the Corporation ; to the Yerkes 
Laboratories of Primate Biology in Orange 
Park, Florida, $50,000 to be used over the 
next 5 years in further developing their 
famous ape colony. The Social Science Re- 
search Council was granted funds for a field 
research program in the study of languages 
of the Indian tribes of the American South- 
west, and the American Council of Learned 
Societies received support for further studies 
in the field of linguistics. 


CoMMONWEALTH FUND ANNUAL Re- 
porT.—This fund, in operation for 37 years 
with the purpose of “doing something for 
the welfare of mankind” disbursed nearly 
34 million dollars during 1954-55 in the fields 
of medical research, health, and medical edu- 
cation. Psychiatric centres and research pro- 
grams receiving grants from the fund include 
the Child Research Council, University of 
Colorado School of Medicine ; The Institute 
for the Study of Human Variation, Colum- 
bia University; Peter Bent Brigham Hos- 
pital, Harvard Medical School ; Tulane Uni- 
versity of Louisiana School of Medicine; 


Yale University Child Study Center; Uni- 
versity of California School of Medicine ; 
McLean Hospital, Harvard Medical School ; 
and New York University College of 
Medicine. 

The Commonwealth Fund also renewed a 
grant of $118,250 to the Hunterdon, N. J., 
Medical Center to underwrite the cost of 
two-thirds of the Center’s community mental 
health program. The Center is a focal point 
for integrated medical and health service for 
a semirural New Jersey county of 43,000 
population. Mental health activities, both 
preventive and curative are an indispensable 
part of the fabric of the Center’s compre- 
hensive health care. 


Heap INJuries IN Boxers,—lIn a study 
of 75 amateur Swedish boxers for evidences 
of brain injury, L. E. Larsson et al., in Acta 
Psychiatrica et Neurologica Scandinavica, 
Supplementum No. 95, found that 36 box- 
ers showed either clinical signs of brain in- 
jury, EEG changes, or both.” 

SuicipaAL Risk.—In a discussion of de- 
pressive states, including attempted suicide, 
one of the editors of the /nternational Jour- 
nal of Social Psychiatry makes this state- 
ment: “In my humble opinion no suicidal 
patient needs to be under observation in a 
mental hospital, as long as the patient feels 
understood and has a good father (patient- 
therapist relationship ).” 

In the same article, the author also states 
that psychotherapy “is, in my opinion, as 
exact as mathematics.” 

The article in question appears in the 
summer 1955 issue of the IJnternational 
Journal of Social Psychiatry. 


ROCKEFELLER FOUNDATION ANNUAL 
Report.—Of the total appropriations made 
by the Rockefeller Foundation in 1954 
($19,107,665) more than 5 millions were di- 
rected to work in medicine and public health. 
Of this amount, approximately $450,000 
were devoted to psychiatry and closely re- 
lated fields. 

United States, Canada, Great Britain, 
France, Belgium, Germany, Denmark, Hol- 
land, Norway, Switzerland, and Austria re- 
ceived grants specifically designated for psy- 
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chiatric research from the Foundation. For 
a number of years the Rockefeller Founda- 
tion has made substantial appropriations for 
work in various aspects of this field to insti- 
tutions widely distributed throughout the 
world, 


Errect or Stupiep at NortH- 
WESTERN.—The department of neurology 
and psychiatry, Northwestern University 
Medical School, has recently received a grant 
of $26,000 from the Illinois State Depart- 
ment of Welfare to study the effect of alcohol 
on the ability of a person to cope with emo- 
tional problems. This study marks the initial 
step in a broad research program planned 
by the department on the problem of narcotic 
addiction. The research will be under the 
direction of Drs. G. K. Yacorzynski, pro- 
fessor, and Harvey Nash, associate. The 
doctors plan a concerted investigation of 
the total personality and how defenses oper- 
ate and are undermined through alcohol 
addiction. 


New ComMMITTrEE ON NEUROLOGICAL 
Disapitity.—The National Health Council 
has announced the establishment of a special 
committee on neurological disability as one 
of its major projects for this year. The com- 
mittee’s efforts will be directed toward help- 
ing some 10,000,000 Americans suffering 
from brain damage of various kinds. 

The committee developed out of a 3-day 
conference held at Arden House, Harriman, 
N. Y., in 1954, at which 5 discussion groups 
attending unanimously voted for the forma- 
tion of a permanent committee to aid persons 
suffering from neurological disabilities. 

The committee, headed by Dr. Glidden L. 
Brooks, medical director of United Cerebral 
Palsy, includes Dr. Maurice Fouracre, Co- 
lumbia University; Dr. John Gorrell, Na- 
tional Foundation for Infantile Paralysis ; 
Dr. Arthur J. Lesser, U. S. Children’s Bu- 
reau; Lawrence J. Linck, National Society 
for Crippled Children and Adults ; Leonard 
W. Mayo, Association for the Aid of Crip- 
pled Children ; and Philip E. Ryan, National 
Health Council. 


INTERNATIONAL JOURNAL ON ALCOHOL 
AND ALCOHOLISM.—The annual subscription 


price of this new journal is $6.00 and not 
$2.50 as indicated in the December issue of 
the Journal. The /nternational Journal ap- 
pears 3 times a year. 


EASTERN PsyCHIATRIC RESEARCH Asso- 
CIATION.—This newly organized association 
announces as its purposes: “To initiate, en- 
courage and foster research in psychiatry 
and related fields of medicine . . . to stimu- 
late scientific study and research into the 
nature and development of human behavior ; 
to organize and coordinate public and private 
research and efforts in the application of 
sound principles of psychiatric knowledge 
. . . to encourage the exchange of scientific 
knowledge and information in all fields of 
medicine and especially in the field of psy- 
chiatry and mental hygiene.” 

The officers are: president, David Im- 
pastato, M. D., New York City; vice-presi- 
dent, Leo Alexander, M. D., Boston; secre- 
tary-treasurer, Theodore H. Robie, M. D., 
East Orange, N. J. 

The Association will hold 4 meetings each 
year, including the annual meeting in Oc- 
tober. At that meeting, an incentive prize 
will be awarded for the presentation of the 
best scientific report. Official transactions 
will be published in Diseases of the Nervous 
System. 

For further information, address Theo- 
dore R. Robie, M. D., Secretary-Treasurer, 
676 Park Avenue, East Orange, N. J. 


NATIONAL INSTITUTE OF MENTAL 
HeaLtu Grants.—Forty-two new research 
grants totalling $674,149 have been awarded 
by the Institute to specialists in psychology, 
psychiatry, pharmacology, sociology, medi- 
cine, surgery, biochemistry, and anthropology 
for work in these particular fields directly 
related to mental health. The Institute, at 
its June and November 1955 meetings, also 
approved the continuation of 102 research 
grants totalling $1,713,272 which it had in- 
augurated in previous years. 


Tue Excerrionat Faces Apu t- 
Hoop.—This pamphlet, recently published by 
the Child Research Clinic of The Woods 
Schools, Langhorne, Pennsylvania, is a re- 
port of a conference held in collaboration 
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with the Teachers College, Columbia Uni- 
versity, and the School of Education, City 
College, N. Y. This was the fourth of a 
special series of conferences dealing with the 
problems of exceptional children from birth 
to adulthood. Besides the texts of the special 
speakers at the conference, the pamphlet also 
contains a panel discussion on the social ad- 
justment of the exceptional child from the 
viewpoint of a parent, psychologist, educator, 
and social service worker. Copies may be 
obtained by writing to the Child Research 
Clinic of The Woods Schools, Langhorne, 
Pennsylvania. 


N.Y.C. Community MENTAL HEALTH 
Boarp Meetinc.—New York State’s com- 
munity mental health boards held their first 
joint meeting at the Hotel Syracuse, Syra- 
cuse, N. Y., from January 29 through 31. 
The conference was the first of its kind to 
be held since the establishment of the boards 
under the Community Mental Health Serv- 
ices Act which went into effect in October 
1954. The first board was set up in West- 
chester County. At the close of 1955, 12 
communities representing 71% of the state’s 
total population were operating local mental 
health services with state aid under the act. 


10th ~=ANNUAL SUMMER TRAINING 
LasBoraTorY IN GrouP DEVELOPMENT.— 
The National Training Laboratories of the 
National Education Association has an- 
nounced that its roth Annual Summer Na- 
tional Training Laboratory in Group De- 
velopment will be held at Gould Academy, 
Bethel, Maine, in 2 sessions, June 17 to 
July 6, and July 22 to August 10, 1956. The 
National Training Laboratory in Group De- 
velopment is sponsored by the National 
Training Laboratories of the Division of 
Adult Education Association, Washington, 
D. C. This summer’s program will empha- 
size ways of improving both intragroup and 
intergroup relations. It is under the direction 
of Dr. Leland P. Bradford, who is also direc- 
tor of the National Training Laboratories. 


Nesraska Psycuiatric INstirute.—Dr. 
Jackson A. Smith has joined the staff of the 
Nebraska Psychiatric Institute as director 
of research and will also serve as professor 


of neurology and psychiatry at the Uni- 
versity of Nebraska College of Medicine. 

Prior to his appointment at the College 
of Medicine and Psychiatric Institute he held 
positions as assistant professor of psychiatry 
at Harvard University and Baylor Univer- 
sity Schools of Medicine. 

Dr, Smith will direct a statewide psychi- 
atric research program for which the State 
Legislature has appropriated special funds. 
A special 10-bed geriatric research unit and a 
children’s section with 26 beds have recently 
been opened at the Psychiatric Institute. 


Cauiters pe Psycuiatrie Resumes Pus- 
LICATION.—After a 2-year interruption, the 
Strasbourg (France) journal, Cahiers de 
Psychiatrie, has resumed publication with 
the June 1955 issue. Published bi-annually 
under the direction of Prof. P. Rohmer, 
Cahiers de Psychiatrie costs 1,000 francs per 
year and may be obtained by writing to: 
Strasbourg Médical, Cahiers de Psychiatrie, 
Strasbourg, Bas-Rhin. 


Tue Isero-AmMericaNn Neuropsycio- 
LocicAL Conoress.—The Ibero-American 
Neuropsychological Congress was held at 
Barcelona, August 3-6, 1955, when special 
papers dealing with obsessional states were 
presented to attending delegates. Various 
members of the congress contributed to a 
special tribute to C. G. Jung, organized by 
the Revista de Psiquiatria y Psicologia 
Medica de Europa y America Latinas, cele- 
brating Jung’s eightieth birthday. 


CoNFERENCE ON PsyYCHOLOGY IN Mept- 
cAL EpucaTion.—This conference will be 
held in New York City, March 12-14, 1956, 
and will be attended by more than 50 invited 
psychologists from faculties of medical 
schools, as well as by representatives of the 
American Psychological Association, the As- 
sociation of American Medical Colleges, and 
the Veterans Administration. The program 
will include a résumé and discussion of a job 
analysis report, as well as work groups on 
teaching, research, clinical service, and selec- 
tion and administration. 

For additional information, address Dr. 
Irwin Knopf, Department of Psychiatry, 
State University of lowa, Iowa City, Iowa. 
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Manuat or Cuno Psycnotocy. Second Edition. 
Edited by Leonard Carmichael. (New York: 
Wiley, 1954. Price: $12.00.) 

This is a comprehensive textbook for students 
majoring in psychology as well as a reference book 
for those seeking knowledge in the field. Its 19 
chapters are written by eminent specialists in the 
respective areas. This edition is an improvement 
over the first, published in 1946, which it follows 
closely, most chapters having the same titles and 
authors. However, the chapers have been brought 
up to date, and there have been additions: “The 
Adolescent,” by John E. Horrocks; “Psycho- 
pathology of Childhood,” by Clemens E. Benda; 
and “Social Development,” by Harold H. and 
Gladys L. Anderson. Among the other contributors 
are Arnold Gesell, Florence L. Goodenough, 
Dorothea McCarthy, Margaret Mead, Arthur T. 
Jersild, and Lewis M. Terman. 

Some of the chapters have undergone extensive 
revisions which are worthy of note. “Language 
Development in Children,” by McCarthy, has had 
major changes and additions. The topic is 
thoroughly covered from fetal sounds and the birth 
cry, through the function of language in the child's 
life, to language disorder syndromes and personality 
development ; and a complete bibliography enhances 
the value of the chapter. “Emotional Develop- 
ment,” by Jersild, also is an important contribution 
because of its completeness. As the author indicates 
at the outset, the chapter is influenced by be- 
havioristic and gestalt psychology as well as in- 
dependent academic psychology. “The Environ- 
ment and Mental Deficiency,” by Harold E. Jones, 
shows that considerable work has been done in this 
field which he reviews and discusses most provoca- 
tively. He concludes that since 1930 there has been 
“striking improvement in research method and 
deeper awareness of the complexities of the issue: 
When we seek a better understanding of human 
potentialities in intelligence, we are at the same 
time appraising the roles which environmental fac- 
tors can play in the functional development of our 
capacities for adaptation. It must be emphasized 
that this is an extremely varied task. Future re- 
search must address itself not to a single ultimate 
solution of the problem but to an examination of 
its many aspects, in many specific situations.” 

Of the new chapters “The Adolescent” begins 
with a historical background, from Aristotle to 
present-day trends. The author points out, how- 
ever, that a complicating factor in research on the 
adolescent period is the frequency with which find- 
ings become “dated” as changing times present new 
situations and new problems. He indicates that he 
has attempted, whenever possible, to base his points 
upon the literature appearing after 1940. He states, 
in fact, that a complete psychology of adolescence 
could be based entirely on studies made after 1945. 
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The largest portion of the chapter is devoted to 
somatic and physiological aspects, and several pages 
deal with behavior covering such areas as “Inter- 
personal Relations and Interests and Activities.” 
Another new chapter, “Psychopathology of Child- 
hood,” is devoted mostly to mental deficiency, from 
marginal forms to severe degrees of intellectual 
inadequacy, with many illustrative pictures show- 
ing facial and bodily characteristics as well as 
graphs giving correlations of chronological, mental, 
and school ages. Personality disorders on a higher 
level of integration, specifically the psychoneuroses, 
are treated less extensively with merely a reference 
to Freud's contributions ; however, the author does 
apologize, and understandably, for his inability to 
treat the large field of emotional disorders within 
the scope of this chapter. Childhood schizophrenia 
is discussed briefly but recognition is given to its 
discovery in childhood as one of the major con- 
tributions of modern child psychiatry. It is un- 
fortunate that Kanner’s outstanding work on 
autism is not given due attention. “Social Develop- 
ment” is an unusually provocative chapter, broadly 
conceived. The writers present a brief review of a 
concept of growth which is emerging in the psy- 
chological literature and “a crude structure of 
levels of growth relationships which can represent 
at once psychological growth or social develop- 
ment.” 

This compendium reports the recent scientific re- 
search and development in the field of child psy- 
chology clearly and accurately. It brings together 
the wealth of contributions in the sphere of human 
growth and development. The book should be use- 
ful to psychiatrists because it contributes to a bet- 
ter understanding of normal behavior as well as its 
deviations. It clearly shows that there have been 
considerable advances in psychology which can be 
supported by factual, tested material. My only re- 
gret is that it is not in 2 volumes instead of in one 
huge tome; nevertheless, the material is of such im- 
portance and significance that this is a minor 
limitation. 

Cuartorre H. Waskow1tz, 
The Johns Hopkins Hospital. 


You anp Your Retarvep By S. Kirk, M. 
Karnes, and W. Kirk. (New York: Macmillan, 
1955. Price: $4.00.) 


This book answers a long-felt need for a text 
on mental retardation both understandable to the 
nonprofessional person and instructive to the pro- 
fessional called upon to advise parents of retarded 
children. The book demands intelligence of the 
reader, but not necessarily a great deal of back- 
ground in the field represented. 

The subject matter is presented much in the 
order of the problems that would confront the 
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parent seeking solution to the problem of their own 
retarded child. The book answers clearly and sym- 
pathetically the questions parents are likely to ask, 
giving appropriate reassurance, but no false hopes. 

A satisfactory pattern is given for estimating be- 
havior at various mental age levels outlining the 
child’s capabilities in the spheres of physical be- 
havior, care of self, play activities, social responses 
and languages. 

Constructive suggestions are offered for the 
guidance of parents in dealing with the several 
areas of behavior covered in separate chapters in 
this book. Following these suggestions should con- 
tribute to the welfare of the retarded child in the 
home and make life more comfortable for all con- 
cerned. 

The last chapter, “A Total Program for the 
Retarded,” may well serve the parent or the public- 
spirited citizen in understanding the existing limi- 
tations of facilities for the retarded and may serve 
as a blueprint for improved facilities. Both the 
direction such efforts should take and the pitfalls 
besetting the path are well stated. 

An appendix gives a good geographical listing 
of existing state and private schools and homes for 
the mentally retarded. The authors wisely made no 
attempt at evaluation of the programs or facilities 
of these schools. 

Much of the dilemma of the parent of a retarded 
child occurs because he recognizes his ignorance 
of what to expect and what to do. This book should 
do much to relieve this situation. The reviewer 
would recommend it without qualification to the 
professional person dealing with parents of re- 
tarded children as well as to parents seeking to bet- 
ter understand this type of child. 

Gate H. Wacker, M.D., 
Polk State School, 
Polk, Pa. 


Marernat Emotions. By Niles Newton, Ph. D. 
(New York: Hoeber, 1955. Price: $3.00.) 


The author of this book is a psychologist but her 
research herein described has been primarily medical. 
The book represents an effort to combine or reduce 
the gap between these two fields. 

The reviewer may be permitted a few observa- 
tions: On page 27 the author states, “Women who 
disliked pregnancy had more normal childbirths and 
slightly less frequently had analgesia or anaesthesia.” 
This has not been our experience. 

On page 29: “It was the women who were nega- 
tive [by the author’s standards] toward pregnancy 
who were most likely to terminate their pregnancies 
with easy childbirths.” This statement is unsatis- 
factory. Difficult labor depends on many anatomical, 
mechanical, and mathematical factors, ¢.g., size and 
shape of pelvis, size and position and presentation 
of baby, etc. If these are unfavorable, labor can 
be nothing else but difficult for all concerned— 
mother, child, obstetrician, nurses, and father. If 
these are all very favorable, childbirth will be easy 
and often extremely rapid (as many taxi drivers 
know), no matter how negative the psychological 
attitude of the parturient. 


Quoting other research, “Feelings of nausea during 
pregnancy may be related to undesired sexual ex- 
periences and excessive dependence on the mother.” 
They may, but the most severe cases of nausea and 
vomiting encountered by the reviewer over 25 years, 
have been instances in which the psychological ad- 
justment has been extremely favorable, when the 
desire for the child was strong, where husband, 
wife, and relative relationships were the best, where 
there was no ecxmomic factor. These patients had 
severe endocrine metabolic disturbances, and by 
no stretch of the imagination could psychological 
maladjustment be considered a trigger mechanism. 
A so-called “neurotic” basis for vomiting in preg- 
nancy may no doubt exist in some cases, but it has 
been grossly overplayed in the past, owing to a 
failure to detect the fundamental chemical changes. 
Recent work in steroid chemistry bears this out. 

Management of Second Stage of Labor: The 
author is most critical of the management of this 
stage in the American woman. A great deal of this 
criticism is justified. In many other countries, in- 
cluding the United Kingdom and Canada, she would 
find places to criticise. Episiotomy is not only a 
justifiable, but an imperative rational procedure 
when indicated. 

Page 39: Miller's figure for normal primiparas, 
quoted as an average of 35 minutes in the second 
stage of labor is remarkable. 

In chapter 6, “Women's Feelings about Breast 
Feeding,” a good deal that the author has to say 
is quite sensible, but on page 45, the statement, “The 
result of keeping the nipples clean is damaged 
nipples,” is not justified. Only if trauma—physical 
or chemical—accompanies the cleansing will damage 
result. The author states that sebum and sweat 
help to keep the skin pliable, and on page 45, “Newly 
secreted human milk is very rich in lysozyme, an 
antibacterial substance.” In the absence of cleaning, 
milk deposits of a few days, standing can hardly 
be cousidered as “newly secreted.” Incubated at 
body temperature this milk is a first-class culture 
media for many organisms that do not necessarily 
come from “outside soil” (p. 45). One doubts if 
there are any cases on record where mothers have 
died of thrush infection, but a good many babies 
have. 

In the paragraph on Newton's observations on 
normal kindergarten children (p. 50): “Children 
whose mothers never tried to breast feed them 
tended to disturb other children at work and play 
much more than any of those who had any breast 
feeding.” Considering the many factors in the en- 
vironment of a home (supervised, or partly super- 
vised, by a mother who “never tried to breast feed 
her baby”) that could influence the child before he 
entered the kindergarten, is it fair to blame his 
maladjustment to other children on the fact that he 
was deprived of breast feeding. 

“Breast feeding for two or three years is en- 
tirely accepted in other parts of the world” (p. 55). 
There are a good many things going on in other 
parts of the world today which many of us on this 
continent neither accept nor condone. Most young- 
sters between the ages of 2 and 3 years have a 
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pretty fair set of teeth. It is hardly reasonable to 
suppose that these were deliberately provided for 
traumatizing nipples. 

“The fact that now a childbearing woman must 
go to a hospital is a forceful reminder that all births 
tend to be considered abnormal in our society” (p. 
68). Not in our obstetrical society. The fact that 
even small towns are equipped with fire-fighting 
equipment and fire stations does not suggest that 
the town will go up in smoke any minute, but any one 
of the houses might. Preparation for the emergency 
is the only salvation. It is doubtful if there is any 
other branch of medicine where such a variety of 
emergencies can develop so quickly and without 
warning as in obstetrics. No present-day “Mothers’ 
Home” as suggested by the author, would be worthy 
of the name unless it were efficiently equipped to 
handle all emergencies. By that time it would look 
quite like a maternity hospital. Without this equip- 
ment, what would happen to our maternal and infant 
mortality figures? 

Chapter 8, “Women’s Envy of Men”: Apparently 
some women wish they were men, or would like to 
become men. In the reviewer's opinion it is doubt- 
ful if much or anything can be done about this, 
even by psychologists. 

On page 87 the author tabulates some interesting 
(the italics are ours) similarities between the 
physiology of uninhibited, undrugged childbirth and 
the physiology of sexual excitement. In the re- 
viewer's opinion, the interpretation of these physio- 
logical phenomena as similarities is somewhat 
pathopsychological. 

As an obstetrician the reviewer will be the first 
to admit that individually and as a group we have 
many short comings. In her criticism of many of 
these the author is fully justified and her psycho- 
logical analysis of them is sound and constructive. 
In the overenthusiasm of some of her statements, 
however, she does not narrow the gap she sets out to 
close. As the author states in her preface that she 
is a psychologist, she might feel that her knowledge 
and training in practical obstetrics is somewhat re- 
stricted. If so, the reviewer will admit that he 
knows less about psychology. 

Joun Mann, M.D., 
Dept. of Gynecology and Obstetrics, 
University of Toronto. 


La Notion pe Norma en Ciiniour. 
By Fr. Duyckaerts. (Paris: Librairie Philo- 
sophique J. Vrin, 1955.) 


Duyckaerts recalls the historical discussions that 
have always arisen whenever one tried to answer 
the very controversial question of what is normal 
and what is pathological. The entire volume is 
dedicated to the criticism of the present-day cur- 
rents of thought on the possibility of acquiring an 
objective knowledge of normality in the field of 
clinical psychology. As a corollary to his study, 
Duyckaerts discusses the psychotherapist’s atti- 
tude regarding the fundamental psychological ou- 
tonomy of his patients. 

His thesis is based upon the criticism of the fol- 


lowing concepts: integration, autonomy, adaptation, 
and the average human being. 

The author stresses frequently that the difference 
between normal and pathological behavior is one of 
quality and structure. He opposes the normal crea- 
tive response to the automatic reaction and he be- 
lieves that psychological norms cannot ignore so- 
ciological and cultural elements and should not dis- 
regard the law of the multitude. 

He concludes that objective perception of normal- 
ity becomes possible if one successfully identifies the 
dynamic structure of a given behavior and integrates 
into the phenomenological field the ever-present 
concepts of creativity, of frustration, and of fear of 
frustration. 

This book is written in a matter-of-fact, concise, 
and accurate phraseology. The author handles para- 
doxical statements with extreme ease and develops 
his statements with the maturity of a seasoned 
philosopher. It should be translated into English 
for the sheer pleasure of reading a clear presenta- 
tion of an obscure material. 

Jean SAvcier, 
Montreal, Canada. 


Man Asove Humanity: A History or Psycno- 
THERAPY. By Walter Bromberg, M.D. (Phila- 
delphia, London, Montreal: Lippincott, 1954. 
Price: $5.75.) 


The rather amazing panorama of the psycho- 
therapeutic onslaughts the mind of man has under- 
gone down the ages is quite fully presented in this 
book. Considerably more than psychotherapy in the 
narrow sense is included, since psychotherapy, 
rightly viewed, is merely one phase or aspect of a 
total treatment program. Accordingly Bromberg’s 
book could fairly be called a history of the treatment 
of psychiatric disorders with special reference to 
mental healing procedures. 

If, in our endeavor to be scientifically accurate, 
we restrict the term psychotherapy to rational 
medical practices, then much of the valuable ma- 
terial this book presents is a record not of psycho- 
therapy, but of pre-scientific methods of dealing with 
the sick—the numerous varieties of faith healing, 
magic, wearing amulets, occultism, charlatanism, 
mesmerism, Christian Science, exorcism, and other 
religious practices. 

Scientific methods begin with Charcot, Janet, 
Liebault, and Bernheim. From there on the author 
traces the various schools and kinds of psychother- 
apy that have been taught up to the present. Fol- 
lowing the humanitarian reforms of the early 
nineteenth century and the pursuit of “moral treat- 
ment,” a curious uncritical optimism sprang up— 
the “cult of curability’—and hospitals vied with 
each other in producing statistics of cures. The 
ultimate, 100% cures, was achieved by Superintend- 
ent William Awl of Ohio (“Cure-Awl’). It re- 
mained for Pliny Earle to explode the total-cure 
ideal. 

Most of the eminent as well as the prominent 
personalities of the revolutionary nineteenth century 
and the movements they represented are here re- 
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corded in what is really a broad presentation of the 
history of psychiatry. The teachings of Rush, Con- 
olly’s stand against the use of mechanical restraint, 
the hospital building crusade of Dorothea Dix, the 
Magna Carta of the hospitalized insane by Kirk- 
bride and Ray—all these matters are duly set forth. 
Without criticism the theories of such healing cults 
as Christian Science and Worcester’s Emmanuel 
Movement—the latter the prototype of the current 
Peale campaign—are outlined. There seems to be a 
rhythm in these upheavals. The Billy Graham 
stampede is a pale replica of the Billy Sunday 
eruption. 

At the half-century mark of The American Psy- 
chiatric Association, Weir Mitchell, the guest 
speaker at the annual meeting, dropped a bombshell 
into the camp, severely arraigning psychiatry for 
not keeping up with the rest of medicine. Progres- 
sive movements already under way in clinical stud- 
ies, treatment measures, and research then took on 
added momentum. The medical leadership of the 
hospital superintendent was emphasized, as well as 
his administrative duties. The rechristened asylum, 
now the mental hospital, has struggled slowly and 
painfully to live up to its new name. 

Bromberg’s book records the new things of the 
twentieth century—the systematized longitudinal 
studies and classification of Kraepelin, the histo- 
pathology of mental disease initiated by Nissl, the 
“common sense psychiatry” (psychobiology) of 
Adolf Meyer, the mental hygiene movement car- 
ried forward so amazingly by Clifford Beers, the 
psychoanalysis of Freud with the Adlerian, Jungian, 
and other dissident techniques. The expanding hori- 
zons of psychiatry including the sociology and ecol- 
ogy of mental disorders, increased attention to 
childhood problems and finally to geriatrics and 
the so-called chronic patient, all receive due consid- 
eration. The closing chapters, “The Return to 
Physiology” and “The Breadth of Psychotherapy,” 
indicate dominant current preoccupations. 

In his closing pages the author recurs to the sub- 
title of his book, “A History of Psychotherapy,” and 
philosophizes on the range of concepts of the nature 
of disturbed mental states and the vast variety of 
efforts to help man to rise above his infirmities, if 
we may so paraphrase the main title. 

There are 16 full-page illustrations, including 
portraits of 10 prominent workers in the field from 
Benjamin Rush on. 


Epwarps Personal Prererence By 
Allen L. Edwards. (New York: 1954. The 
Psychological Corporation. Price: Specimen 
Set, $.60.) 


Fifteen manifest needs, as defined by Murray, are 
purported to be measured by this test. Statements 
derived from the various need variables are ap- 
praised by the subject in paired comparison for the 
more self-representative item. A serious and ap- 
parently successful attempt has been made by the 
author to match the statements for social desira- 
bility. In many personality inventories and ques- 


tionnaires and tendency of subjects to respond in 
terms of extrapersonal social expectations and 
values constitutes a serious shortcoming. 

As yet, few relationships between variable scores 
or test profiles and other variables have been es- 
tablished. The author makes no diagnostic claims 
for his instrument but indicates its usefulness in 
stimulating thought and discussion in counseling. 
Some current research uses of the test are cited. 

Bruce Quaragincton, Pua. D., 
University of Toronto, 
Toronto, Canada. 


FUNDAMENTALS OF PSYCHOANALYTIC TecHNiQUR. 
By Trygve Braatgy. (New York: Wiley 
1954. Price: $6.00.) 


One gains the impression that this volume is ad- 
dressed to students of psychoanalysis, whether in 
the first year of training or the twenty-fifth year of 
practice, by an ardent physician who devoted his 
life to studying human behavior and ways of 
modifying it beneficially. The book is about psy- 
choanalytic technique in which, as the author notes 
in the preface, the material is presented according 
to a unique plan. The emotions of the analyst are 
the chief topic of the first chapter and receive a 
good deal of attention throughout the book, as do 
his personality and character, Dr Braatgy deals 
with these and other issues through particular em- 
phasis on the descriptive aspects of the psycho- 
analytic setting, its participants, and the verbal and 
nonverbal interactions, He presents clinical ma- 
terial from a sizable number of psychoanalytic and 
psychotherapeutic studies carried out by several 
therapists and detailed accounts of some of his own 
work. In commenting on the technical approach or 
the apparent effects of it in a given case, he main- 
tains an attitude of scientific inquiry but is free to 
express his opinion as to the validity of the ap- 
proach, alternative gambits, or other explanations 
of the effects achieved. The papers on technique 
by Freud, Ferenczi, W. Reich, and others are fre- 
quently alluded to and, in some instances, discussed 
in detail. 

Psychoanalysis and related therapies are said to 
be based on changes occurring in a person when he 
has the opportunity to unburden himself in the 
presence of more independent and healthy person. 
This process cannot be initiated unless the therapist 
has a surplus of warmth or love. Though there are 
many connotations of love, in the physician's rela- 
tion to patients, it should imply curing and it can be 
expressed in 3 ways. The physician should view 
the problems of the patient from the patient's 
standpoint, having immediate personal contact with 
him in order to see, think, and feel as he does, and 
to recognize him as an individual in a familial and 
social setting. To achieve all this and to evaluate 
the findings requires from the physician interest in 
the case, willingness to identify with the patient 
and, thus, a willingness to change. This ability to 
change from patient to patient can not be developed 
unless each patient is allotted sufficient time. The 
time factor refers not only to duration of the in- 
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dividual session but to the trajectory of the treat- 
ment over months and years and the therapist's pa- 
tierce and adaptability. Love, in the Braatfy con- 
notation, is regarded as the crucial feature in thaw- 
ing out the patient and releasing primitive emo- 
tional outbursts. There is a detailed elaboration of 
his concepts in such chapters as Time and Growth, 
Activity and Passivity, Words and Action, Re- 
laxation and Spontaneity. A holistic approach is 
described with particular attention to subverbal or 
nonverbal phenomena including posture, gait, man- 
nerisms and attitudes on the couch, and evidences of 
autonomic activity. These phenomena are often 
manifestations of tension with equivalent meaning- 
fulness to verbal communications. The value of the 
couch and the supine position in facilitating relaxa- 
tion and emotional release is discussed in detail. 
The position of the analyst, out of the patient's 
visual range, should be such that he has a full view 
of the patient and can observe muscular, vascular, 
and respiratory activity as he listens to verbal pro- 
ductions and gut sounds. Interminable analyses 
may obtain if the treatment fails to enlist the par- 
ticipation of the entire organism with relief of 
somatic tensions. 

The author has devoted much study to the use of 
physiotherapy and techniques of facilitating or- 
ganismic relaxation as adjuvants in expediting 
spontaneity and emotional release in psychoanalysis. 
This concept and the method of applying it is 
probably the most controversial issue in the book. 
It is consistent with the general theme of greater 
freedom for both patient and analyst and gearing 
the treatment to the needs of the patient rather 
than following a rigid code of restriction of ac- 
tivity of both. 

In line with the total medical approach recom- 
mended, the initial sessions with a patient should 
be devoted to obtaining a detailed history and 
evaluation of present status, both mental and physi- 
cal. General or special physical examinations 
should be conducted as indicated. Such a procedure 
has the value of demonstrating the physician's in- 
terest in the total individual, his guts as well as his 
words; it provides important background data for 
understanding subsequent verbal and subverbal 
activities of the patient and it permits the physician 
to make a diagnosis and select an appropriate treat- 
ment. This introductory approach and subsequent 
interest in subverbal activities tacitly reassure the 
patient that all of his functioning is acceptable and 
of interest to the analyst, thus reducing the inclina- 
tion to make the analysis an intellectual game. 
Chapters on Diagnosis and Responsibility and Life 
and Death deal with the analyst’s obligation to 
make a diagnosis and to take responsibility for the 
patient and the treatment. In the process of re- 
leasing tension and emotion, there may be somatic 
crises or suicide attempts. To anticipate and to 
prevent, or adequately handle, these situations are 
also his responsibility. 

The final section is devoted to the science of in- 


terpretation. The author speaks of: (1) Classic, 
historic interpretations, based on a scanning sum- 
mary of the material the patient presents, which 
convey to him the analyst’s genetic understanding 
and emotional tolerance, usually given in a brief 
summing-up near the end of a session, allowing 
sufficient time for the patient to respond. (2) Emo- 
tional echo-comments or echo-accentuations may be 
a more adequate response than an intellectual sum- 
mary. (3) Character-analytic comments deal with 
“attacking” persistent reaction patterns which are 
the heritage of the traumatic or frustrating ex- 
periences commented on in historic interpretations. 
(4) Muscular, postural, and mimical comments or 
gestures are psychological or biological extensions 
of the character-analytic comments and there is an 
effort to transform the egosyntonic character reac- 
tions into ego-alien symptoms so as to motivate the 
patient to get rid of them. 

The author warns in the preface that the syntax 
may be disturbed by “Norwegianisms.” The 
volume may lack clarity for this reason as well as 
in association with the monumental task the author 
has undertaken with clinical documentation of many 
points. The extensive bibliography and well-in- 
tegrated index warrant favorable comment. 

James P. Catrett, M.D., 
New York State Psychiatric Institute 
New York City. 


DiencerHaLon. Autonomic and Extrapyramidal 
Functions. By Walter Rudolph Hess, M. D. 
(New York: Grune & Stratton, 1954. Price: 
$4.00. ) 


Professor Hess presents in this small volume a 
comprehensive synopsis of his investigations into 
the functions of the Diencephalon and its related 
areas, previously published exclusively in German. 

Part I of his book deals with the functions of the 
diencephalon based on the results of the experi- 
mental methods of stimulation, circumscribed de- 
struction, and localization. He describes the es- 
sentials of these techniques in the text. 

He broadly divides the area of the hypothalamus 
into those from which general bodily reactions can 
be obtained, and those from which localized effects 
are elicited. It is in the generalized reactions that 
the psychiatrist will find most interest, especially 
the affective, atonic, and sleep effects. 

Part II deals with the integration of Autonomic 
Functions, and a discussion of the co-ordination be- 
tween the sympathetic and parasympathetic systems. 

Finally, he concludes that it is in the dien- 
cephalon that the highest level of autonomic control 
is situated. 

This short book will be found most useful by 
those who wish to obtain a clear and concise ac- 
count of the present conception of the functions of 
the diencephalon. 

J. W. A. Duckworrn, M. D., Cu. B., 
University of Toronto. 
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MacroscopicaL INVESTIGATIONS OF Twenty-NINgE 
Brains Sussecrep To Frontat Leucoromy, 
witH Some OsservATIONS ON CLINICO-PATHO- 
LocicaAL Corretations. By Nils Eie. (Copen- 
hagen: Ejnar Munksgaard, 1954.) 


This study from the Anatomical Institute of the 
University of Oslo confirms in large measure the 
work of previous investigators who have examined 
brains after leucotomy. It goes without saying that 
the successful cases do not come to autopsy, and 
that the earlier after operation the patient dies the 
more likely there is to be an autopsy. In only five 
of the 29 cases was the clinical course after opera- 
tion a smooth one, with survival of more than a 
few months. None of the patients was able to 
leave the hospital, so that from the clinical stand- 
point these were all operative failures. In the 24 
patients who came to autopsy from § days to 
several weeks after leucotomy, the operation itself 
could be considered responsible because of lack of 
important changes in the viscera. The author 
points out that respiratory embarrassment or de- 
pression is a frequent consequence of posterior 
lesions, particularly those affecting the agranular 
part of the basal frontal cortex. Also in 4 patients 
there was malignant progression of pulmonary 
tuberculosis. Lesions in these areas also seemed to 
produce a great restlessness, and sometimes trophic 
lesions and uremia. Evidently this part of the brain 
should be avoided in lesions made from above. The 
probiem is not a simple one, since some patients 
survived while others died, and there was no par- 
ticular structure that the writer could pin down as 
being essential to life. 

The major contribution that can be made by such 
anatomical studies lies in the revelation that what 
the surgeon really cut and what he thought he cut 
were sometimes vastly different. Furthermore 
there was so much necrosis extending beyond the 
actual surgical lesion that the effects of operation 
were often quite devastating. Eie states: “The 
operation performed does not alone give any def- 
inite information of the final damage.” His experi- 
ence seems to confirm the harmfulness of extensive 
lesions, though his cases of improvement after 
leucotomy are too few to draw significant conclu- 
sions. The accompanying drawings of the site and 
extent of the lesions in various cases, and the asym- 
metry of the lesions made by the same surgeon at 
the same time, should be studied by those who con- 
template psychosurgery. 

Watrter Freeman, M.D., 
Los Altos, Calif. 


AntHropotocy. By J. E. Manchip White, M. A. 
Contab. (New York: Philosophical Library, 
1955. Price: $2.75.) 


Perhaps the most important statement in this 
small volume of 191 pages, for the instruction of 
those who, forgetting history, are puzzled to know 
how the breed, sarcastically labelled homo sap., 
could get itself into such a fix as the twentieth 


century records—an epoch which caused Saint- 
Exupery to exclaim, “I hate this century with all 
my heart,” before he boarded his plane and flew 
into oblivion—this most important statement needs 
to be kept in mind as a general frame of reference 
when we are pondering the “goodness of gods” in 
this “best of all possible worlds.” 

“Man is not the end-product of an evolutionary 
sequence,” the author reminds us. “He is not the 
ultimate and perfected representative of his order. 
The physical evolution of mankind may be only 
in its rudimentary stages; mankind, which has 
existed in recognizable form for a comparatively 
insignificant span of geological time, may still be in 
its infancy. Man will probably continue to evolve 
either to his benefit or to his detriment. The 
evolutionary process need not be conducive to 
man’s progress—in the obvious and optimistic sense 
of the word—since as far as we can judge the 
process of recession is as common in nature as the 
process of advance. Man may become stunted and 
uncouth. On the other hand, as he approaches 
middle age he may continue both literally and 
metaphorically to increase his already considerable 
stature.” 

It is not a comforting thought but it is an 
illuminating one that the turmoil and destructive- 
ness, along with better things, that have character- 
ized human activity are due to the adolescent or 
juvenile or even infantile stages of the evolution of 
mankind. Proponents of human perfectability, if 
any survive, can only lament that they were born 
a million years too soon. 

Another arresting and somewhat disquieting state- 
ment in this book also deserves quotation. Speaking 
of the assumed inferiority of the “primitive mind” 
as compared with that of the urbanite of today, the 
author remarks: “It is perhaps unkind to remind 
the citizen of a modern industrial country that in 
many ways he represents a rather unimpressive 
level of human aspiration. Despite the vaunted 
superiority of his mind, he is seldom inventive; he 
usually spends his entire life without giving birth 
to a creative thought. His high standard of living is 
due not to his own efforts but to the efforts of a 
few gifted individuals whose labours he generally 
distrusts, if he is not altogether ignorant of their 
existence... . The industrial citizen is in fact a 
humble passenger in a vehicle over whose direction 
he can have no control; he cannot even stop the 
vehicle and demand to be set down. No less con- 
fused than the primitive whom he despises about 
the forces that animate nature, that move the uni- 
verse and mould his destiny, he is carried forward 
without even the pleasure of seeming to comprehend 
these high matters that the primitive often enjoys 
. . » he is as much a prisoner of his environment 
as a Central African pigmy.” 

This pocket manual is not a textbook of anthro- 
pology but modestly aims to introduce the reader 
to this young and vigorous science which is the 
most trustworthy guide to the study of man and 
his place in nature. The field falls into 4 sections: 
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physical anthropology, cultural anthropology, social 
anthropology, and applied anthropology. In each of 
these divisions is presented in condensed form a 
mass of data touching the four corners of the area. 
General principles are stated, with necessary illus- 
trations, although elaborate detail is avoided. The 
author makes clear that the web of any culture 
exhibits such an intricate pattern that none can 
serve as a paradigm for others; each must be 
studied intensively as well as comparatively. The 
anthropologist nourishes the hope eventually to find 
“the fundamental and universal laws that govern 
all human societies . . . that at some future date 
his own labours and those of his successors will 
help to reveal the key to the conduct of man in his 
role of social animal.” 

Of great significance is the author’s discussion of 
the processes that destroy ancient and localized 
cultures, particularly those of aboriginal peoples. It 
is these that furnish such data as anthropology can 
give us of the origins of human society. But as a 
result of acculturation and of the mischievous 
meddling of civilized man native cultures are fast 
disappearing. There are examples enough of the 
stupid and inhuman forms this meddling may take, 
including even the crime of genocide. The Gipsies 
“possess a better claim than any other body of 
Europeans to be considered Aryan, which makes 
their almost complete annihilation in the Nazi gas- 
chambers as ironic as it was tragic.” But it is the 
rulers of Soviet Russia who have shown themselves 
as the supreme artisans of the uprooting and deci- 
mation of ethnic groups. The genocidal measures 
of the Communists are well known and the examples 
and figures the author cites add horror to the story. 

These matters are dealt with in the chapter on 
applied anthropology in which is also vividly set 
forth the disastrous effect upon native cultures of 
the invasion of the white man. His superior 
technology displaces native methods. “Tribal in- 
stitutions begin to disintegrate. . . . The process of 
disintegration may be aided and accompanied by a 
number of coatributory scourges. Among these 
may be reckoned guns, liquour, and Bibles, which 
singly or in concert are ruinous to the fabric of 
native culture.” 

A good case is made out for the need of anthro- 
pological advice and guidance wherever government 
agencies have jurisdiction over other — groupe. 


Die Mat-Ernersi. Klinik und 
Verlauf der sog. Blitz und Nick und Salaam- 
kriimpfe. By Dieter Janz and Ansgar Matthes. 
(Basel, New York: S. Karger, 1955. Price: 
Sfr. 8.65.) 


This contribution is supplement No. 60 from the 
Annals of Pediatrics. The investigation is from the 
University of Heidelberg. There are 60 pages and 
13 figures, 7 of these being reproductions of EEG 
tracings. The authors have studied the records of 
88 children who have had one or more of the triad 
of seizures spoken of as lightning, nodding, and 
salaam seizures. The first is characterized by a 


sudden strong flexion of the body muscles with 
jackknifing of the trunk and legs; the second by a 
simple nod of the head; and the third by flexion of 
the trunk with or without falling. The authors be- 
lieve that these 3 forms simply represent different 
degrees and intensity of muscular flexion and hence 
the word propulsive is most clearly applicable. They 
disagree with American authors who speak of these 
3 forms as massive myoclonic jerk, head nodding, 
and astatic seizures, the last 2 representing loss of 
postural control rather than clonic contracture of 
neck and body muscles. The authors point out that 
the maturation of the year-old infant corresponds to 
that of the newborn animal; and hence, these in- 
fantile seizures may be regarded as fetal epilepsy. 
In the 88 patients mentioned, boys outnumbered 
girls 2 to 1. The age at onset was from 4 weeks to 
54 years. Nearly two-thirds had the onset in the 
first year of life. Peak periods of onset were in the 
fourth, sixth, and ninth months, which coincides with 
3 stages of motor development, ability to raise the 
head, to sit alone, and to stand alone. Asphyxia and 
birth injury were believed to be of most importance. 
Primary degenerative diseases, postnatal brain in 
juries or infections were relatively unimportant. 
All but 2 of the children were considered normal 
until the onset of seizures. Electroencephalographic 
findings were those described by American authors, 
gross slowing with slow spike and wave complexes 
(hypsarhythmia). Only 6 of the patients were more 
than 8 years of age and had been seizure free for 
at least 5 years. The seizure types tend to disap- 
pear and grand mal to take their place. Twenty-five 
of the patients died during the time of observation, 
11 in staius epilepticus and at least 2 were killed for 
purpose of eugenics. There was a strong tendency 
for rapid progression, severe mental regression, and 
early death. In view of the frequency of these 
seizures in children, the high mortality rate, and the 
uncertainty about the pathologic background, the 
statement of the authors that the literature contains 
only 2 reports of autopsy, and these only gross in- 
spections, seems incomprehensible. For American 
readers this article is especially useful because of the 
66 references, these mostly from European sources. 
Wm. G. Lennox, M.D., 
Boston, Mass. 


Tue Voice or Neurosis. By Paul J. Moses. (New 
York: Grune & Stratton, 1954. Price: $4.00.) 


Dr. Moses presents a stimulating little book. For 
those of us engaged in psychotherapy it may pro- 
voke serious thoughts of an aspect of psychody- 
namics seldom made explicit, namely, the reflection 
in “vocal dynamics” of psychological conditions. 
That our delicate vocal apparatus is a highly sen- 
sitised mechanism responding to and reflecting sub- 
tle changes in feeling tone is a really very sensible 
thesis. Most frequently voice characteristics rather 
than the actual words used by a patient carry the 
true meaning of feelings. The difficulty, as Dr. 
Moses points out, is that clinical judgments are 
made only too subjectively and little, if any, at- 
tempt is made to verify them by making the data 
objective. 
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If I had to criticize this book at all, it would be 
on the grounds that the author has not taken free 
advantage of material derived from the experi- 
mental work of others. However, we may appre- 
ciate these initial efforts by Dr. Moses for com- 
paratively little recent research has been carried 
out in the area of psychophonetics. Investigations 
that have been conducted, took place several years 
ago, when the best techniques available were inade- 
quate. With the development of modern electronics, 
it is well within the realm of possibility to study 
accurately voice characteristics as related to psy- 
chodynamics. This opens up in psychiatry a most 
promising field of research. 

E. Doucrass, 
Clinical Teacher Speech Pathology, 
Department of Psychiatry, 
University of Toronto. 


SexuaL Hyocmne anp Patnotocy. A Manual for 
the Physician. By John F. Oliven, M.D. 
(Philadelphia and Montreal: Lippincott, 1955. 
Price: $10.00.) 


This book is divided into 4 parts: (1) Sexuality 
in Childhood ; (2) Sexuality in the Second Decade; 
(3) Sexuality of the Normal Adult; (4) Sexual 
Pathology. The first 3 parts, which would be more 
instructive to lay readers than to physicians, con- 
tain notations on the anatomy and physiology of 
the genital organs at various stages of development, 
to which are added some common-sense observa- 
tions on sexual problems arising at various ages, 
observations which are familiar to most physicians. 
So many topics are discussed briefly and simply 
that psychiatrists probably would not find the book 
particularly helpful. This is illustrated by the fol- 
lowing statement : 

“However, genuine psychosexual pathology in 
juveniles requires prompt recognition. Perhaps it 
is grouped most usefully according to presumed 
cause, rather than as to the nature of the transgres- 
sion. A relatively small but socially important 
group of offenders are those with a fairly fixed, 
progressive pattern of abnormality. Juvenile mis- 
conduct here is usually a direct continuation of 
childhood pathology; in this group one finds the 
child sex delinquents of yesterday who will develop, 
almost predictably, into some of the worst adult 
aggressors, corrupters and impairers of tomorrow.” 

In part four are found notations of such topics as 
deficient sex development, hermaphroditic syn- 
dromes, sexual characteristics of dwarfs and giants, 
anhedonia, aphrodisiacs, anaphrodisiacs, porno- 
graphomania, frottage, and homosexuality. The 
classification of homosexuals is unusual : 

“True homosexuality usually becomes overt before 
the end of adolescence, and more or less rapid self- 
diagnosis is the rule. Contrary to wide-spread belief, 
a homosexual of this variety is not called ‘overt’ be- 
cause he is known to engage in sex practices with 
other men (this would be a ‘practicing’ homo- 
sexual), but because he is aware of his condition. 
Nor is he called ‘overt’ because of the presence of 
any effeminate mannerisms (this would be an ‘ob- 


vious’ homosexual). An estimated 15 to 20 per 
cent of overt homosexuals never resort to sexual 
practices with others; their erotic involvements do 
not pass the stage of infatuation, or they remain 
continent for various (¢.g., religious) reasons, or 
resort to solitary masturbation only.” A psychia- 
trist would hesitate to recommend the following 
approach to a suspected homosexual: “The physi- 
cian who has a suspected homosexual under his 
regular care need not hesitate unduly to ask the 
patient directly, ‘Are you interested in men?’ or 
‘Are you gay?’ Provided that he takes a sym- 
pathetic attitude, the question will almost never 
meet with resentment (if asked, by error, of a nor- 
mal man it seems to cause resentment in less than 
half the cases).” 

In general this book is a compendium of normal 
and abnormal conditions and functions related to 
sex. Emphasis has been placed upon the organic 
and constitutional aspects at the expense of the 
psychogenic. Rare and unusual conditions receive 
as much attention as the more common. Except for 
the unnecessary inclusion of technical terminology 
the book could be read and understood by laymen. 

Grorce W. Henry, M.D., 
Greenwich, Conn. 


PrincipLes or Examininc. A Sys- 
tematic Textbook. By Frederick C. Thorne, 
M.D., Ph.D. (Brandon, Vermont: Journal 
of Clinical Psychology, 1955. Price: $7.50.) 


In these days of role confusion between psy- 
chiatry and clinical psychology a solution sometimes 
advocated is the abandonment of attempts at dif- 
ferentiation and the amalgamation of roles through 
training in both disciplines. The ideal clinician 
trained in such a program would possess both the 
M. D. and the Ph. D. Whatever the merits of such 
a plan, the demands it places upon the trainee in 
terms of individual capacity, length of training, and 
economic resources usually render it impossible of 
execution. Dr. Thorne, however, is one of those 
unusual and fortunate individuals who has com- 
bined the formal training of both disciplines in his 
professional preparation. His training as medical 
man and psychologist has been employed in a broad 
clinical experience in both private and institutional 
practice combined with forensic and administrative 
work. In addition, he possesses a genuine scholarly 
interest as attested by his long service as founder 
and editor of the Journal of Clinical Psychology. 
One would expect from this broad background that 
his textbook would achieve a breadth, an insight, 
and an organization unusually comprehensive. All 
this has been achieved. The coverage of this text 
is tremendous. It is critical while remaining fair, 
practical without losing theoretical depth, lively 
and stimulating despite its eclectic orientation, and 
thoroughly scientific and up to date in its treatment. 
It is doubtful whether either a psychiatrist or a 
psychologist could have handled such a huge canvas 
as successfully as Dr. Thorne has done as a rep- 
resentative of both professions. 

His treatment is divided into 2 broad sections, 
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the first of which deals with the theory and tech- 
nique of psychological examining per se. The 
topics range from an introductory chapter discuss- 
ing the nature of psychological examining through 
diagnosis and its various classificatory systems, in- 
terviewing, history taking, behavior ratings, and 
formal methods of psychological testing. In every 
case the reader is presented with the theoretical 
background of the technique, its functional purpose 
and justification, and an illustration and criticism of 
its specific forms. The chapter on projective test- 
ing is illustrative. The projective mechanisms are 
analyzed and discussed, the various categories of 
response are listed, and the interpretive approaches 
set forth and criticised. There are a helpful 3 pages 
in which the major techniques are described on one 
half of the page, side by side with a critical com- 
ment on the opposite half. 

The second section deals with the factors im- 
portant in understanding the organization and in- 
tegration of the personality, from constitutional de- 
terminants through feeling, emotion, ability, the 
thought processes, etc., to such modern concepts as 
style of life, ego function, role playing, and social 
determinants. It is marked by Dr. Thorne’s inte- 
gration of such classical doctrines as orthodox psy- 
choanalysis with the latest results of the experi- 
mental mathematical approach through factor 
analysis. 

There are innumerable tables and schemata in 
which the author condenses, summarizes, and an- 
alyzes the essential elements of various approaches. 
The treatment is eclectic, integrative, and scientific, 
with a firm reliance upon experimental findings 
where these are available and relevant. The result 
is an unusually comprehensive volume which com- 
bines the spirit and findings of both medicine and 
psychology. Its very inclusiveness, however, de- 
feats any possibility of detailed treatment by a re- 
viewer. If any negative criticism were to be offered 
it would be that the spatial limitations of publica- 
tion imposed upon the author’s desire to cover all 
aspects of his topic sometimes leaves the reader 
wishing there were more time to explore in greater 
detail some of the points raised. One has the feel- 
ing that were the reader guided by less-skilled 
hands, he would occasionally become lost in the 
wealth of data. As it is, however, little criticism 
can be raised concerning the author's taste in the 
selection and condensation of his material. 


As a sound, encyclopedic, and thoroughly up-to- 
date discussion of the subject, the volume is out- 
standing. It will be invaluable to both student and 
practitioner, and will remain an important addition 
to the reader’s reference shelf. 

A. Hunt, Pa. D., 
Northwestern University. 


Insanity, Art, aND Cutture. By Francis Reitman, 
M.D., D.P.M. (New York: Philosophical 
Library, Price: $3.75.) 


It takes a really good book to achieve publica- 
tion in the Philosophical Library. The editorial 
and screening policy of this organization is such 
that a book has to have mass, coherence, and em- 
phasis to be accepted. Also it must be authorita- 
tive and original. This volume achieves these 
criteria. In addition it is a fine piece of exposition 
with 6 excellent illustrations which make the text 
more understandable. The subject is technical 
and might not appeal to some individuals, who do 
not wish to stop and watch the gradual biossoming 
of personality (sometimes in odd forms) but even 
then capable of a kind of fruition, particularly in 
the various forms of art. 

This book is written from a broad stance. The 
author has a strong comprehension of the cultural 
factors on one hand and aesthetic factors on the 
other. His 3 pages of references (106-8) point the 
way to further understanding and substantiation of 
the text he has prepared. Reitman is a man who 
would understand Frank Lloyd Wright, Picasso, 
DeBussy, and others in ways the general public 
might not ever understand them, without this kind 
of interpretation. However, in this book Francis 
Reitman advances the “fringe of culture” a bit far- 
ther than it has been advanced before. Also he 
synthesizes something out of multifarious artistic 
efforts that up to now have resisted this kind of 
synthesis. Especially interesting are his references 
to the Maori art and culture but he draws also for 
his source material on the Egyptian, Indian, 
Ceylonese, and Japanese cultures. This is a book 
for the armchair, the bedside, the library, and, 
above all, for those rare leisure moments physicians 
and psychiatrists all too infrequently have. 

Merritt Moore, M.D., 
Boston, Mass. 


MEDICAL LANGUAGE 


Let us strip our profession of everything that looks like mystery and imposture, and 
clothe medical knowledge in a dress so simple and intelligible, that it may become a part 
of academical education in all our seminaries of learning. 


—BenjaMIn Rusu 
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Clements C. Fry, Psychiatrist in Chief of 
the Yale Department of University Health 
and Lecturer in Psychiatry at the Yale Uni- 
versity School of Medicine, died on Novem- 
ber 24, 1955, after a long illness, in his 
sixty-third year. 

When Rev. Sidney Lovett, Yale’s Chap- 
lain, officiated at the memorial service, he 
departed from his strict ritual by talking 
about Dr. Fry as a physician and as a friend. 
He reminded the large group which had 
gathered of Clem Fry’s indefatigable efforts 
for and warm and human interest in Yale’s 
students in his capacity as college psychi- 
atrist, and how marvelously Fry in a secular 
fashion worked hand in hand with the chap- 
lain and with the faculty of his university. 
Chaplain Lovett spoke very much to the 
heart of Dr. Fry’s many friends. It was true 
that he helped very many students when they 
were confused, floundering, and unable to 
achieve according to their capacities. How- 
ever, Fry’s influence went far beyond the 
confines of Yale University and his concern 
for the mental health of its students. 
Clements Fry has been the pioneer and out- 
standing expert in the field of college mental 
hygiene. When he started his work there was 
no such field; there was mostly opposition 
and sneers, and remarks about the “soft” 
approach. At the end of his lifework 
Clements Fry could look proudly back at a 
very strong division of college mental hy- 
giene at his own university and at many 
others in universities and colleges throughout 
the land, development of which he aided 
through his faith, vision, and imagination. 

Fry was an excellent clinician and at the 
same time an outstanding authority on the 
psychology of the young adult. In collabora- 
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CRAWFORD N. BAGANZ, M.D. 


tion with Edna Rostow he wrote a book on 
College Mental Hygiene. He also was re- 
sponsible for some outstanding psychiatric 
research on criteria for selection of man- 
power during World War II. Earlier he 
wrote a book with Howard W. Haggard on 
the anatomy of personality. 

Dr. Clements C. Fry received a B.S. 
degree from Michigan State College in 1917 
and his M. D. degree in 1923 from North- 
western University School of Medicine. He 
received his psychiatric training at the Boston 
Psychopathic Hospital under Macfie Camp- 
bell and joined Yale’s faculty in 1926, Dr. 
Fry was appointed to his present position in 
1937. He was a Fellow of The American 
Psychiatric Association and a consultant to 
the Army, National Research Council, and 
other national agencies. 

For his services in the State of Connecticut 
he received an award by the Connecticut So- 
ciety for Mental Health, shortly before his 
death. This award praised him for “out- 
standing contributions to society.” He was 
also honored by his own alma mater, Michi- 
gan State College, as a distinguished alum- 
nus. 

Clem Fry was a very artistic person and 
owned two large collections which have at- 
tracted wide attention. One was a collection 
of more than 1,000 prints dealing with medi- 
cine in art, and the second was a large library 
of rare books on the history of medicine. 
Most of all, Fry will be remembered as the 
pioneer in the field of college mental hygiene 
and by those men whom he helped when they 
needed help very badly. 

F. C. Repuicu, M.D., 
New Haven, Conn. 


1905-1955 


Some men are born to lead. They must 
remain in the van, and literally and figura- 
tively they strain every muscle, including 
their heart muscles, attaining and retaining 


such leadership. Such a man was Crawford 
(Tiny) Baganz. 

Crawford Norbert Baganz was born in 
Terre Haute, Indiana, on February 5, 1905, 
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of rather humble background. All of his 
education was obtained in the Hoosier State. 
His premedical education was at Indiana 
University whence he obtained a Bachelor of 
Science, and in 1930, from the same Uni- 
versity, his Doctor of Medicine. He served a 
general rotating internship at the Indiana 
University Hospital. Then, as so many did 
in those lean days, he went into general prac- 
tice. From July 1931 to January 1935, he 
struggled with the vagaries and exigencies 
of a country practice. There wasn’t enough 
challenge in this type of work for a man of 
his ilk. In January 1935 he joined the Vet- 
erans Administration and served there until 
his death. From March 1942 until March 
1946 he was in active service as a Com- 
mander in the Medical Corps of the Navy. 

An interesting factor of Baganz’ post- 
graduate medical education was his demon- 
stration of how a man can veritably raise 
himself by his boot straps. He had no long 
years of psychiatric and neurologic intern- 
ships and residencies ; instead, untold hours 
of diligent application to study, an ever-pres- 
ent alertness and an ever-ready mind were 
his keystones to knowledge. True, sometimes 
his knowledge “smelled of the lamp,” but he 
was constantly alert to temper his pedanti- 
cism with experience. Nor did his abilities 
long go unrecognized. Immediately after his 
discharge from service he was made a Chief 
of Neuropsychiatric Services at the Winter 
General Hospital in Topeka, Kansas, and 
shortly after that he was an instructor in the 
Menninger Foundation School of Psychiatry 
in Topeka. Thence he was transferred to 
the Veterans Administration Hospital at 
North Little Rock, Arkansas, and here was 
Director of Professional Education. 

While still at Little Rock further recogni- 
tion came and he was given the Professor- 
ship of Neurology and Psychiatry and made 
Head of the Department at the University of 
Arkansas, holding that position from 1946 
to 1948. In 1948 he took over the manage- 
rial position at the Veterans Administra- 
tion Hospital at Lyons, New Jersey, a hos- 
pital that at the time of his arrival was in 
such a deplorable state that a “best seller” 
book criticizing the conditions there had just 
been published, In a short time, under 
Baganz’ very firm hand, the hospital became 
one of the “showplaces” of the Veterans 


Administration, with professional standards 
equal to those in any public hospital in the 
United States. 

In 1950 the New York Medical College 
presented him with a Clinical Professorship 
in Psychiatry, which he was holding at the 
time of his death. 

Dr. Baganz was certified by the American 
Board in both Psychiatry and Neurology in 
1946 and served as an assistant examiner 
of that Board from 1946 to partake in the 
last examination period one week before his 
death. I wonder if he did not show some 
prescience at that time, because when he 
dropped this writer off that evening on the 
way home after the Boards, he stated, “I’m 
tired. No more for me. I’m through giving 
exams.” 

He was a Fellow of The American Psy- 
chiatric Association, the American College 
of Physicians, the Association for Research 
in Nervous and Mental Disease, the Ameri- 
can Academy of Neurology, the New York 
Society for Clinical Psychiatry, and many 
more organizations. He held the presidency 
of the New Jersey Neuropsychiatric Associa- 
tion and the New Jersey District Branch. He 
was the first speaker of the Assembly of the 
District Branches of The American Psychi- 
atric Association, had been a member for 
many years of the Committee on Veterans, 
and was the secretary of and a moving spirit 
behind the Committee on Certification of 
Mental Hospital Administrators of The 
American Psychiatric Association. He had a 
bibliography of over thirty articles in recent 
years concentrating on hospital administra- 
tion subjects. 

Strong men and leaders are not always 
well-liked by everyone. Baganz was a strong 
man and he was a leader, a lion among men. 
The other lions liked him. Maybe some of 
the lambs feared him too much to like him 
but everyone admired and respected him. 
Metaphorically, we could say he “died with 
his boots on.” He was constitutionally un- 
able to do the slowing down demanded by 
his doctors, and the heart of the lion gave 
way on Wednesday, December 21, 1955, 
when “Tiny” was on his way to a Council 
Meeting of the New Jersey Neuropsychiatric 
Association—New Jersey District Branch. 

Davin J. Fricker, M. D., 
Newark, N. J. 
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Comment on the use of ‘Thorazine’ in a mental hospital: 


"we have ceased to regard any of our patients as ‘incurable’ ” 


“Admittedly our recovery rates have tended to decrease progressively as 
chronicity increases. However, we have encountered several seemingly ‘mirac- 
ulous’ responses in patients hospitalized ten years or more and previously 
regarded as just about hopeless.””! 


ALINE 


tablets and syrup (as the hydrochloride), and in suppositories (as the base). 


For information write: Smith, Kline & French Laboratories, Philadelphia 1 


1. Yohe, C.D.: in Chlorpromazine and Mental Health, Philadelphia, Lea & Febiger, 1955. 


*T.M. Reg. ULS. Pat. Off. for chlorpromazine, S.K.F. 
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NICOZOL 

relieves mental confusion and 
deterioration, mild memory defects and 
abnormal behavior patterns. 


NICOZOL br mile pychoss 


Mail Coupon for Free NICOZOL 


| 

| Drug Specialties, Inc. 
| P. O. Box 830, Winston-Salem, N. C. 

| 


Kindly send me professional sample of NICOZOL Capsules, 
also literature on NICOZOL for senile Psychoses. 


| Zone... .State 


REHABILITATION and RELEASE 
from public and private psychiatric 
institutions for the mildly confused and 
mildly deteriorated aged patients may 
be accomplished by treatment with 

the NICOZOL formula.*~2 


NICOZOL IS SUPPLIED 

in capsule and elixir forms. 

Each capsule or 4 teaspoonful 

of elixir contains: 

Pentylenetetrazol 100 mg., 

Nicotinic acid 50 mg. 
1. Levy, 8. J.A.M.A. 153:1260, 1953. 
2. Thompson, Lloyd & Proctor, Rich. 

4 N.C. State, Dec. 54 


DRUG 


SPECIALTIES, 


INC, 
WINSTON - SALEM, N C 


ethical | pharmaceuticals 


Distributed in California by BROWN PHARMACEUTICAL COMPANY, Los Angeles, California 
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ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE oF THE Americas, Room 310 
New York 20, New Yor« 


ADDRESS 


SIGNATURE 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. (New Volume began 
July 1955 iseue.) 


wr... Ataractic Drug 
for the Management 
ae Agitated Patient 4 
Date 
Enclosed herewith is $.............. for one year’s subscription to the AMERICAN ee: 
JOURNAL OF PSYCHIATRY beginning with Volume ......... Number .........  —— 
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“CLEAN, COOPERATIVE, 


Under the influence of Serpasil, patients who 
had been destructive, resistant, hostile, with- 
drawn, untidy, or troubled with hallucina- 
tions became, in a short period of time, 
“clean, cooperative, and communicative per- 


Serpasil has been shown to be effective even in 
violently disturbed psychotics if sufficiently 
high dosage is used. After 6 to 8 weeks 
of Serpasil therapy in 127 chronic schizo- 
phrenics “the result was frequently astound- 
ing, even to psychiatrists of long clinical 
experience.” 

In similar studies, the worst behavior prob- 
lems in the hospital showed improvement, 
chiefly “. ..a reduction of motor activity, 
of tension, of hostility, and aggressiveness.’” 
Many reports have indicated that Serpasil 


serpasil 


(reserpine CIBA) 


in high dosage for 
psychiatric patients 


AND COMMUNICATIVE” 


may be substituted for electro- or insulin 
shock and that it sharply reduces destruc- 
tion and assaults in the violent back wards. 


Adequate trial is essential—a minimum of 3 
months, beginning with “parenteral doses of 
at least 5 mg. of reserpine and continued 
daily doses of 2 to 8 mg. orally.”" “The oc- 
currence of the turbulent phase (with exag- 
geration of symptoms) is not an indication 
for discontinuing treatment.’ 

1. Hollister, L. E., Krieger, G. E., Kringel, A., and Roberts, 
R. H.: Ann. New York Acad. Sc. 61:92 (April 15) 1955. 
2. Hoffman, J. L., and Konchegul, L.: Ann. New York 


Acad. Sc. 61:144 (April 15) 1965. 3. Kline, N. 8., and Stan- 
ley, A. M.: Ann. New York Acad. Sc. 61:85 (April 15) 1955. 


Parenteral Solution, 2-ml. ampuls, 2.5 mg. Serpasil 
per ml. Tablets, 4.0 mg. (scored), 2.0 mg. (scored), 
1.0 mg. (scored), 0.25 mg. (scored) and 0.1 mg. Elizir, 
1.0 mg. and 0.2 mg. Serpasil per 4-ml. teaspoon. 
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SY THE 


STONERS AND 


STITUYIONS 


Lhe Original 
REITER 


the ONLY unidirectional 


current instruments 
authentically backed 
by extensive 

clinical experience with 
over 200 references. 


MODEL RC-47D 
the most advanced 
unidirectional current 
instrument for all 
established techniques. 


FREEDOM FROM SIDE EFFECTS 
Model RC-47D provides remarkable freedom from physical 
thrust, confusion, apnea, memory loss, and other side effects. 


AUTOMATIC SAFEGUARDS 
Amazing reduction of thrust is automatically provided even 
at full scale current. Patients are often breathing before 
completion of seizure. 


PREFERRED FOR AMBULATORY PRIVATE PRACTICE 
During treatment patients do not disturb quiet office atmos- 
phere since confusion and excitements are avoided. These 
features are equally valuable in hospitals. 


VERSATILE EASY TO OPERATE 
The simple controls allow al! established techniques. Merely 
switch to treatment and adjust current with only one con- 
trol knob. 


INCREASED EFFICIENCY OF CURRENTS 
Minimal! stimulation is required to produce an effective 
seizure. The use of such biological currents tends to elimi- 
nate the undesirable electrical energy component which is 
the cause of unwanted side effects. 


RUGGEDNESS AND ACCURACY 


These instruments do not require adjustment for very long 
periods of time. Yet they are so accurate as to allow for 
delicate work within the brain. 


ADVANCED TECHNIQUES 
Current, improved techniques are based on Model RC-47D 
and provide the means of treating resistant and difficult 
cases with therapeutic success. 


Write for bibliography of references. 


REUBEN REITER, Se.D. 
38 WEST 48th STREET, NEW YORK 36, N. Y. 
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FOCAL TREATMENT — 

e 

© MONO-POLAR TREATMENT — oom 
-non-convulsive or convulsive 

© BARBITURATE COMA AND 

Fea: 


Relax 


the nervous, 


tense, 


emotionally unstable: 


TRADEMARK FOR THE UPJOHN BRANO OF RESERPINE 


Reserpoid 


Each tablet contains: 

Reserpine ..........0.1 mg. 
or 0,25 mg. 
or 1.0 mg. 
or 4.0 mg. 

The elixir contains: 

Reserpine .......... 0.25 mg. 

per 5 ce, teaspoonful 

Supplied: 

Scored tablets 

0.1 and 0.25 mg. in bottles of 
100 and 500 
1.0 and 4.0 mg. in bottles of 100 
Elixir in pint bottles 
The Upjohn Company, Kalamazoo, Michigan 
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a modern medicinal chemical for 
equating modern environmental stress a 


Relaxant with no Clears the Way in Diagnosis—The tense ; 
patient in the outer office, a problem of 

depressant action. ae 
modern civilization...so frequently pre- 

Pharmacological sents psycho-motor agitation that masks : 

best in a series » true symptoms...What percentage 4 
of new com- with actual organic lesions?...for a 
pounds. ‘ more readily arrived at diagnosis un- 
mask the symptoms with : 


DOV TAY 


2. 2-dusopropy! 4-methancl 1. 3 dosolane 


Basic Therapeutic Adjuvant — Clearly established are the many disease 
states in which fear and tension complicate specific therapy and 


adversely affect management of the patient: 


Cardiovascular disease, obesity, gastrointestinal disorders, 
migraine, gynecological disorders, alcoholism, diabetes, 
asthma, arthritis. 


Prescribe DIMETHYLANE to tranquilize without 
hypnosis or sedation...to relieve 
symptoms of emotional stress, 
nervous tension, and anxiety. 


ATIONAL DRUG Co PRILADEL 44, PA 
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psychiatric patients 


Prolonged anorexia 
of psychic origin... 


may often lead to functional anorexia 
via malnutrition — thus complicating 
therapy. 

Many investigators have called atten- 
tion to the necessity of nutritional fac- 
tors for the maintenance of structure 
and function of the nervous system.' 
Jolliffe has recommended that when- 
ever intake of the right kind of food is 
curtailed, fortification of the diet is 
in order,? 


Poor diets of malnourished psychiatric 
patients can often be fortified more 
readily than they can be changed, as 
individual food fads and food prepara- 
tion practices are usually the result 
of long ingrained habit. Fortification 
even of poor diets with Sustagen 
will frequently overcome asthenia and 
anorexia, 


Following initial replenishment of nu- 
tritional reserves, previously malnour- 
ished patients become more cooperative 
in following new dietary programs. 


1. Peterman, R. A., and Goodhart, Kh. 8 
Current Status of Vitamin Therapy in 
Nervous and Mental Disease, J. Clin 
Nutrition 2: 11-21 (Jan.-Feb.) 1954 


. Jolliffe, N., Conference on Nutrition and 
Metabolic Considerations in Disease, 
College of Physicians, Philadelphia, 
November 0, 1055. 


Sustagen ia supplied in powder form in 1 
pound, 24% pound and 5 pound cans. One 
pound provides 1750 calories, including 
105 Gm, protein. 


need food for therapy 


Sustagen’ 


Therapeutic Food for 
Complete Nourishment 


e restores appetite 
e overcomes asthenia 


* promotes a feeling of well-being 


Sustagen is the only single food which 

contains all known nutritional essentials: 
protein, carbohydrate, fat, vitamins and 
minerals. It may be used by mouth or tube 
as the only source of food or to fortify 


the diet in brief or prolonged illness. 


(MEAD) i SYMBOL OF SERVICE IN MEDICINE 


i MEAD JOHNSON &@ COMPANY + EVANSVILLE 21, INDIANA, U.S.A. 
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New Membership Directory Now Available 


LIST OF FELLOWS AND MEMBERS 
OF THE 

AMERICAN PSYCHIATRIC ASSOCIATION 
1955-1956 


Gentlemen: I enclose $ for my copy of the new 1955-1956 APA 
Membership Directory. 


EXECUTIVE ASSISTANT 

AMERICAN PSYCHIATRIC ASSOCIATION 
1270 AVENUE OF THE AMERICAS, Room 310 
New York 20, New 
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control 


Lumina! and Luminal Sodium — time-tested, effective dampers of 
cortical overactivity —control emotional turbulence, restlessness and 
hyperirritability promptly and for prolonged periods. 

FOR ORAL USE: 

LUMINAL OVOIDS 


Distinctive Sugar Coated Oval Shaped Tablets 
Easy Color Identification of Dosage Strength 
e \ grain (yellow) 
e \% grain (light green) 
e 1% grains (dark green) 
LUMINAL ELIXIR (14 grain/teaspoonful) 


FOR PARENTERAL USE: 
. LUMINAL SODIUM 


Hypodermic Tablets of 65 mg. (1 grain). 

Ampuls (powder) of 0.13 Gm. ( 2 grains) and 0.32 Gm. (6 grains). 

Ampuls (solution in propylene glycol) of 1 cc.—0.13 Gm. (2 grains) — 
and 2 cc.—0.32 Gm. (5 grains). 


Vials (solution in propylene glycol) of 10 cc., 0.16 Gm. 
(21% grains) per cc. 


THE PIONEER BRAND OF PHENOBARBITAL 


BACKED BY MORE THAN 30 YEARS OF EXPERIENCE 


® 
e 


LABORATORIES 
NEW YORK 18, N.Y. + WINDSOR, ONT. 
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“ANTABUSE' appears to be the most effective 


means of treating the chronic alcoholic...” 


Smith, J. A.: Postgrad. Med. 16;316 (Oct.) 1954, 


A “CHEMICAL FENCE” FOR THE ALCOHOLIC. “Antabuse” helps the alcoholic resist his compul- 
sive craving for alcohol, and enables him “to respond more readily to measures aimed at 
the correction of underlying personality disorders.” Bone, J. A.: J. Nat. M. A. 46:245 (July) 1954, 


“Antabuse” ® brand of DISULFIRAM (tetraethylthiuram disulfide) is supplied in 0.5 Gm, tablets, 
bottles of 50 and 1,000. 


Complete information available on request 
@ Ayerst Laboratories © New York, N. Y. © Montreal, Canada 
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WALKIE-RECORDALL 


4-HOUR LIGHTWEIGHT SELF-POWERED - 


CANDID RECORDER 


A COMBINATION OF FEATURES FOUND 
‘IN NO OTHER RECORDER 


WITHIN 60 FEET : 


IN OR OUT OF CLOSED BRIEFCASE ~ 


WIRES NO PLUGS 


UNSUPERVISED RECORDINGS ANY TIME—ANY PLACE 
CASE HISTORIES - GROUP THERAPY - LECTURES 


Surrounding interferences do not block recordings! 
No installation or acoustical room conditions required! 
@ CONTINUITY: UP TO 4 HOURS 


EQUALIZES NEARBY AND DISTANT VOICES 
SELF-CONTAINED DRY BATTERIES —Standard. Cost approximately Ic per 


work-hour. “B” battery lasts 350 work-hours. Six flashlight cells 
last 250 work-hours. Optional operation from 110 Volts A.C. 


VOICE-ACTIVATED "SELF-START-STOP”—Recording may be automati- 
cally started when voice or signal comes through the microphone 
or telephone. Recorder stops automatically within approximately 
8 seconds after voice or signal ceases. Thus, recording of silent 
periods is eliminated. 


SAME UNIT RECORDS AND TRANSCRIBES —Manual and remote foot con- 
trols for recording and playback; back-spacer; built-in loud- 
speaker; jack for earphones; speed, volume and tone controls. 
INDEXED CASE HISTORIES—Indexed groove-finder permits immediate 
location for playback of any part of recorded text without re- 
winding. Subsequent recordings may be accurately started where 
the last recording ended, even after removing and replacing record- 
ing belt. 

UNALTERABLE RECORDINGS AT 3c PER HOUR—Compact, endless belts 
may be filed for permanent future reference, dispensing with 
transcription. 


HUNDREDS OF IMPORTANT USES—Record noiselessly, automatically 
and without supervision—indoors and outdoors—in office, car, 
train, plane, operating room, hospital bedside, and for hospital 
rounds. Your hands are free. No mike to hold. No buttons to 
push. Record as you relax, walk around, or ride. 


INTERVIEWS + CONFERENCES + 2-WAY ‘PHONE + DICTATION (incl. whispers) 
Write Dept. AJP-3 for literature 


MILES REPRODUCER CO., INC. 


812 BROADWAY NEW YORK 3,N. Y. SPring 7-7670 
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PRINTING + LITHOGRAPHING + GRAVURE + BOOKS + FOLDING BOXES + LABELS 


Controlled 
uality 


for Printing 

Satisfacti | 

atisfaction i 

In this new four-acre plant—one of the most modern and completely equipped a 

in America~-The Lord Baltimore Press produces a wide range of high quality ; 
printing and packaging requirements. ; 
Lighting and coer Agus conditions are standardized for uniform and efficient r: 

results. Raw materials, reproduction methods and finishing processes are under : 
laboratory control. Skillful technical advice, editorial assistance and functional F 
designing are available to supplement our mechanical facilities 3 
Satisfying and helping the customer are our principal concerns. May we have 4 

an Opportunity co discuss your printing needs? ' 
THE LORD BALTIMORE PRESS 1 
Edison Highway and Federal Street ; 

BALTIMORE 13, MARYLAND 

NEW YORK: 477 Madison Ave. CHICAGO: Suite 1928, 333 N. Michigan Ave. : 

LOUISVILLE: Starks Bidg., 4th & Walnut Se. LOS ANGELES: 1241 S. Main Se. 
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The BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 


In the Foothills of the Poconos 


Intensive, highly individualized personal training for a 
small group of girls over five years of age. Carefully 
chosen staff. Special modern teaching techniques and pro- 
gram of therapeutic education. Varied handicrafts, cook- 
ing, nature study and field trips. Outdoor games, picnics 
and other activities. Comfortable, homelike atmosphere. 
Close cooperation with family physician. 70 miles from 
New York City. 


Telephone Dingmans Ferry 8138 References 


Directors: Frances M. King, famneriy Director of the Sequin School 
Catherine Allen Brett, M.S. 


“MORNINGSIDE SCHOOL 


Grades 6-12 co-ed day school Est. 1937 


For the child whose emotional problems prevent adequate functioning in the usual class 
situation, Morningside offers: 

An atmosphere of acceptance and understanding 

Work adjusted to students’ achievement levels 

Small classes averaging six students 

Academic and commercial courses leading to high school diploma 


The school cooperates with the child's therapist in every way possible. Students are accepted 
at any time during the year. 


548 West 114th St., N.Y.C., MOnument 2-3109 
Mary H. Wicks, Director (Opposite Columbia Univ.) 


@ Modern Treatment Facilities @ Psychotherapy Em- 
phasized @ Large Trained Staff @ Individual Attention 
a @ Capacity Limited @ Occupational and Hobby 
“Ge... Therapy @ Supervised Sports @ Religious Services 
Plus... 


Your patients spend many hours daily in healthful out- 


' T door recreation, reviving normal interests and stimu- 
ha | lating better appetites and stronger bodies... all on 
| Florida’s Sunny West Coast. 


Rates Include All Services and Accommodations 


Brochure and Rates Available to Doctors and Institutions 


A MODERN HOSPITAL FOR Medical Director—SAMUEL G. HIBBS, M.D, 
ZAC 


PETER J. SPOTO, D. ox CK RUSS, JR. M.D 
RO G. GONZALEZ, M.D 
TARPON SPRINGS FLORIDA — in HILLIE ut 
SAMUEL G. WARSON, M.D. ROGER E. PHILLIPS, ) 
ON THE GULF OF MEXICO WALTER H. BAILEY, MD. 
Phone: Victor 2-1811 
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HALL-BROOKE 
An Adive Treatment Hespital 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 

Large occupational therapy building with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 
outdoor activities. 

Each patient is under constant, daily psychiatric and medical 
supervision. 

Located one hour from New York on 120 acres of Connecticut 
countryside. 


HALL-BROOKE 
Greens Farms, Box 31, Conn., Tel.: Westport, CApital 7-5105 


George S. Hughes, M.D. Robert Isenman, M.D. 

Leo H. Berman, M.D. Blanche Glass, M.A. 

Alfred Berl, M.D. Mrs. Heide F. Bernard and 
Louis J. Micheels, M.D. Samuel Bernard, Administrators 


New York Office: 46 E. 73rd St., New York, N. Y., LEhigh 5-5155 


HIGHLAND HOspPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabilitation 
The OUT-PATIENT CLINIC offers diagnostic services and thera 

peutic treatment for selected cases desiring non-resident care 
R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D 

Medical Director Associate Medical Director 

JOHN D. PATTON, MD 
Clinical Director 
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HIGH POINT HOSPITAL 


Port Chester, New York 
WEstmore 9-4420 


Ratio of one active psychiatrist for every four to five patients; each patient receives 
absolute minimum of three hours of psychoanalytic psychotherapy per week; highly 
individualized management, shock and drug therapies used adjunctively; therapy 
given by senior psychoanalysts, and resident psychiatrists under immediate super- 
vision of the Director; staff of medical consultants; near New York City. 


ALexanpern Gratnick, M.D., F.A.P.A., Director 


Chief Consultants Associate Consultants 
Srernen P. Jewerr, M.D. Fox, M.D 
Witiiam V. Sitrversenc, M.D., F.A.P.A. L. Crovis Hirnine, M.D. 


Assistant Medical Director Clinical Director 


Director of Research 
J. SiLversenc, M.D. Mervyn Scuacut, M.D., F.A.P.A 


Srernen W. Kemerstrer, M.D. 


Resident Psychiatrists 
Junius Arxine, M.D. Frank G. D' M.D Jenome Duckman, M.D Pau. Leresver, M.D 


Psychologists 


MiLonep Lernen, M.A. Leatrice Sryrt Scuacnut, M.A. 


Consultants 


H. Gina, M.D., F.A.CS. Faank J. Massucco, M.D., Arno.p J. Ropman, M.D., F.C.C.P. 
Gynecology FACS. Internal Medicine 
Suryery 
J. Scuwanrz, M.D., Invinc J. D.DS. 
"A.C.P 


AC.P. Dentistry 
Internal Medicine 


PSTABLISNED 


WESTBROOK SANATORIUM 


eA private poychiatric hospital om- Staff PALLY ANDERSON, MD. 
ploying modern diagnowic and weat- BL ANKINSHIP MD 
ment procedures—clectro shock, in- JOUN un. 
sulin, poychotherapy, occupational and 
recreational therapy —lor nervous and sane 


AMES K HALL MD 
mental disorders and problems of 
diction. RW 
PO Box 14 RICHMOND, VIRGINIA Phome %5245 


Brochure of Views of our 125-Aere Ustate 
Sent ou Request 
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BALDPATE, INC. 
GEORGETOWN, MASS. 
FLEETWOOD 2-2131 
Located in the hills of Essex County, 30 miles north of Boston 


I For the treatment of psychoneuroses, personality disorders, psychoses, alco- 
holism and drug addiction. 


Occupation under a trained therapist, diversions and outdoor activities. 


G. M. Scutomer, M.D., Medical Director 


THE EMORY JOHN BRADY HOSPITAL 


401 Southgate Road COLORADO SPRINGS, COLORADO 
MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 
E. JAMES Brapy, M.D., Medical Director 


C. F. Rice, Superintendent 


Francis A. O'DONNELL, M. D. Geor se E. Scott, M.D. 
Tuomas J. Huriey, M.D. Ropert W. Davis, M. D. 


BRIGHAM HALL HOSPITAL 


CANANDAIGUA, NEW YORK 
ESTABLISHED 1855 


"A CENTURY OF SERVICE IN PSYCHIATRY" 


A private psychiatric hospital offering all accepted therapies. 
Selected Geriatric, Alcoholic, and Addictive cases accepted. 


Francis W. Kelly, M.D., F.A.P.A. (M.H.A.) 
Physician in Charge 


CEDARCROFT SANITARIUM & HOSPITAL, INC, 


R. D. No. 2, Columbia Road 
Silver Spring, Md. 
HE 4-9330 HE 4-9320 
Nine miles from Washington, D. C. — In rural Maryland 
Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 
Resident and open staff, with privileges to qualified psychiatrists. 
Member of N. A. P. P. H. 


H. E. Andren, M. D. T. W. Steen, Ph. D. 
Medical Director Clinical Psychologia 
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FAIR OAKS 


INCORPORATED 


Summit, New Jersey 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY. 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


Oscar Rozert, M. D., THomMas P. Prout, Jr., 
Medical Director Administrator 


HARWORTH HOSPITAL 


525 E. Grand Blvd., Detroit 7, Mich. Phone WA 34300 


A private hospital for the diagnosis and treatment of NERVOUS, EMO- 
TIONAL, ALCOHOLIC DISORDERS and DRUG HABITUATION. 


CHARLES G. KILLINS, M.D. WERNER SCHMIDT, M.D. 
MARGARET BIAMA, M. D. FRED SWARTZ, M. D. 
JACK PEARLMAN, M. D. ELLIOT LUBY, M.D. 

W. G. HARRINGTON, Asst. Adm. ROBT. ELLIOTT, M.D. 


The HAVEN SANITARIUM INC. 


ROCHESTER, MICHIGAN 
M. O. WOLFE, M. D. A psychoanalytically-oriented hospital 


Director of Psychotherapy 
JOHN D. WHITEHOUSE, M.D. for the diagnosis and treatment of 


Clinical Director mental and emotional illness. 


RAHAM SHINNICK 
. Manager Member of American and Michigan 


Telephone: OLive 1-9441 


THE SOUTHARD SCHOOL THE MENNINGER CHILDREN’S CLINIC 


Intensive individual psychotherapy in a | Outpatient psychiatric and neurologic eval- 
residential school, for children of elemen- | uation and consultation for infants and 
tary school age with emotional and be- | children to eighteen years. 

havior problems. 


Department of Child Psychiatry 
THE MENNINGER FOUNDATION 


J, Correr Hirscuserc, M. D., Director Topeka, Kansas; Telephone 3-6494 
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MONTEREY SANITARIUM 
Since 1941 


Nine Miles East of Los Angeles — In the Beautiful San Gabriel Foothills 


A modern, fireproofed mental sanitarium of 145 beds,-all on one level. Ideal for elderly, 
senile. Electric shock, occupational, and other recognized therapies available as required. 
Pleasant, large enclosed patios and well-designed buildings achieve homelike atmosphere. 
Separate units for disturbed, less disturbed, and recovery type cases. 
CHARLES T. BATTEN, M.D., Medical Director 
1267 San Gabriel Boulevard South San Gabriel, California 
Telephone ATlantic 0-3220 


OCEANSIDE GARDENS SANITARIUM, Inc. 


Licensed by N. Y. State Department of Mental Hygiene 


A Private Psychiatric Hospital for Active, Individualized Treatment of 
Nervous and Emotional Disorders, and Addictions 


ELECTRO CONVULSIVE, INSULIN AND ENDOCRINE THERAPY 
DYNAMICALLY ORIENTED INDIVIDUAL PSYCHOTHERAPY 
OCCUPATIONAL AND GARDENING THERAPY 


KNUT HOEGH HOUCK, M.D., F.A.P.A. 
Physician-in-Charge 
IRMA K. CRONHEIM, M.D., A.P.A. THOMAS A NACLERIO, A.P.A 
Senior Psychiatrist Associate Psychiatrist in Psychotherapy 
LUDWIG LEWIN, Px.D. 
Administrative Director 


24 Harold Street OCEANSIDE, L. 1, NEW YORK ROckville Centre 6-4348 


Established 1930 PINE WO OD Katonah 4-0775 


Katonah, New York 
(Westchester County) 


This 65-bed hospital has been known to the profession for many years. It has pioneered in 
all forms of therapy from their inception. Insulin, Electro-cerebral stimulation and all its 
modifications, and the newest pharmacological therapies are used clinically and for research 
purposes. Our staff is psychoanalytically oriented, and our patients receive individual and also 
group psychotherapy. 


Joseph Epstein, M.D., F.A.P. A. 
Louis Wender, M.D., F. A. P. aye hysicians-in-Charge 


Founded RIVER CREST SANITARIUM 1896 
New York City 


Modern Facilities for the individual care and treatment of nervous, mental, alcoholic and 
geriatric patients. All recognized therapies available according to the needs of the individual 
patient. 


Courtesy privileges to qualified physicians. American Hospital Association Member. 
Approved for residency training in psychiatry. 
Layman R. Harrison, M. D. Martin Dollin, M.D. Sandor Lorand, M. D. 
Medical Director Clinical Director Director of Psychotherapy 


Twenty Minutes from Mid-Manhattan 
Astoria 5, New York AStoria 8-0820 
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SAINT JoserpH SANITARIUM 


2420 Asbury Street Dubuque, lowa 
or phone 3-8291 for information. 
(Supervision of Religious Sisters of Mercy) 
(Detroit Province) 
ACUTE MENTAL AND NERVOUS CASES 
also 
CONVALESCENT AND REST PATIENTS 


SHOCK THERAPY, HYDROTHERAPY, PHYSIOTHERAPY, 
OCCUPATIONAL THERAPY, COMPETENT STAFF 


Phone: WINDSOR HOSPITAL, Inc. Established 
CHestnut 7-7346 Chagrin Falis, Ohie 1898 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


Joun H. Nicuors, M.D. G. Pau.ine ts, R.N. Herpert A. Srmver, Jr. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE oF THE AMeRicAs, Room 310 
New York 20, New York 


ADDRESS 


SIGNATURE 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. (New Volume began 
July 1955 issue.) 
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Ee) Enclosed herewith is $.............. for one year’s subscription to the AMERICAN ' 
Re 5 JOURNAL OF PSYCHIATRY beginning with Volume ......... Number ......... 
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Devereux School Here the derivation of daw- 
dling—etymological as well as 
psychiatric— determines the 
treatment accorded to this and 
other symptoms of withdrawal. 
Dawdling is related, of course, 
to inner “wandering without 
goal or aim” (Lowl. Sc. “dan- 
dill"). This, however, does not 
stem from resistiveness or “act- 
ing like a mule” (O, Fr. “dan- 
diner”); although it was once 
thought to do so. Instead, both 
derive from a common root: 
“to want to play the infant 
again” (L. Ger. “dend—”). 


Thus philology supports the 
psychiatrist—who, in turn, finds 
in Devereux Schools a score of 
homogeneous treatmen: centers 
where the classroom and life 
“en famille” are conscious parts 
of the therapeutic regimen. 


Detailed information is avail- 
able from 


JOHN M. BARCLAY 
Director of Development 
The Devereux Foundation 
Devon, Pennsylvania 


Schools 


UNDER THE DEVEREUX FOUNDATION 
HELENA 7. DEVEREUX, Director 


Seni, inte & 


ROBERT 1, BRIGDEN, Ph.D. EDWARD |. FRENCH, Ph.D. 
MICHAEL 8. DUNN, Ph.D. ROBERT T. GRATTAN, MD. 
4. CUPFOFD SCOTT, 
Santa Barbara, California Devon, Pennsyivania 
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